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ABSTRACT 
The purpose of this study was to examine factors predicting the practice 
of breast self-examination behaviour using a cross-sectional survey research 
design- The dependent variable in the study was the frequency of breast self-
examination with predictor variables including health beliefs, health status, 
health value, knowledge of breast cancer, attitudes toward breast cancer, social 
Influence, confidence in breast self-examination and intentions to do breast self-
examination. The Health Belief Model was used as the theoretical framework for 
the study to examine differences between breast self-examination practicers and 
non-practicers and among breast self-examination groups. Data were collected 
from a convenience sample of 124 women via self-administrated questionnaires. 
Only 48% of the respondents practised breast self-examination. The frequency 
of practice was low, with only 16% of the practicers performing breast self-
examination monthly. No significant relationship was found between knowledge 
or attitudes and frequency of practice of breast self-examination. There were 
differences between practicers and non-practicers and some support on the 
Health Belief Model was found. Logistic regression showed that practicers 
perceived health as important, having fewer barriers and higher susceptibility to 
breast cancer. Discriminant function analysis revealed that barriers and number 
of children were strong predictors of frequency of breast self-examination 
practice explaining 21.1% of the total variance in breast self-examination 
practice. Multiple regression showed that level of confidence, health motivation 
and present breast self-examination frequency accounted for 38% of the total 
variance in breast self-examination intention. Implications for health promotion, 
breast self-examination practice and research are presented. 
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CHAPTER I 
丨 NTRODUCT 丨 ON 
Breast cancer is the most common form of malignant neoplasm among 
women in Hong Kong and even worldwide. Accx3rding to the Hospital /Authority 
Statistical Report (1994), in 1990 the highest incidence of malignant neoplasm 
among women in Hong Kong was breast cancer with 1,097 new cases of breast 
cancer being diagnosed. In addition, breast cancer is the second leading cause 
of death among women in Hong Kong with 331 women dying from breast cancer 
in 1992 (Hospital Authority Statistical Report, 1994). Thus breast cancer has 
contributed to women, in comparison to men, having greater morbidity and 
utilization of health services. According to recent figures (Hospital Authority 
Statistical Report, 1994)，the number of in-patients treated in Hong Kong for 
malignant neoplasm of the female breast was 3,490，representing approximately 
0.2% of the adult female population. 
Breast cancer is a malignant growth in the breast. The commonest 
symptom is a lump or thickening in the breast which is very often not palpable in 
the early stages. A cancerous breast lump may have associated tenderness but 
very often it is painless (National Cancer Institute, 1984). The first sign of breast 
cancer is enlargement of a lymph node in the underarm area. Breast tumours 
can pull the overlying skin tissue and cause dimpling or puckering of the skin on 
the breast. Bloody discharge from the nipple, sudden retraction of the nipple, 
scaly skin around the nipple, and "orange peel" skin in the breast are other 
indicators of malignant changes. Scanlon (1981) emphasized that most lumps in 
the breast are not malignant but instead more likely to be benign. Although 
benign tumours in the breast are common among women in reproductive age, 
women should seek medical advice whenever a breast lump is detected. 
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Malignant neoplasm of the breast has a devastating effect on women's 
health with the prognosis of breast cancer depending very much on the stage at 
which it is diagnosed (Feldman, Carter, Nicastri & Hosat, 1981). If the tumour is 
detected when it is small, localized and treatable, the mortality of breast cancer 
can be reduced. Prevention and early detection of breast cancer is of paramount 
importance. Thus health care consumers must take an active role to prevent and 
detect early disease occurrence if the incidence of this major health problem is 
to be reduced. The aim of the study was to determine factors affecting the 
practice of preventive health behaviour for breast cancer. 
Epidemiology of Breast Cancer 
Breast cancer is a sex-specific disease with more than 99 percent of all 
breast cancers occurring in females (National Cancer Institute, 1984). The 
incidence rate of breast cancer in Hong Kong was 39.4 / 100,000 in 1990 and a 
mortality rate of 11.6/100,000 in 1992. As shown in Table 1，there has been a 
slight increase in both the incidence and mortality rates of breast cancer, despite 
the advances in medical technology. Research studies show a positive 
association between age and incidence of breast cancer (Hahn & Moolgavkar, 
1989). This observation also applies to Hong Kong with the incidence of breast 
cancer increasing dramatically with age from 24.1 per 100.000 population for the 
1 5 - 4 4 years, 81.5 per 100,000 population for ages 45 - 64, and for women 
aged 65 or over the rate is 134.6 per 100,000 population (Hospital Authority 
Statistica丨 Report 1994). 
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Table 1. Incidence and mortality rates of breast cancer in Hong Kong 
Year Incidence rate per 100,000 pop. Mortality rate per 100,000 pop. 
per year per year * 
1989 3 6 . 9 塞 102 
1990 39.4 # 10.0 
1991 - ” 
1992 - ” 6 
* data from Hospital Authority Statistical Report (1994), Table 14, p.28. 
** data from Hospital Authority Statistical Report (1994), Table 18, p.35. 
* incidence rate calculated by the author from data present in Department of 
Health Annual Report (1993)，Table 24, p.59. 
Racial 耐erences exist in the occurrence of breast cancer. For example, 
breast cancer is more prevalent in Caucasian women compared with Oriental 
women (Lippman, 1987). Ellerhorst-Ryan and Goeldner (1992) also identified 
that women in Japan had a significantly lower incidence rate of breast cancer 
than women in Western Europe and the United States. The chance of 
developing breast cancer among Caucasian women is gradually increasing from 
approximately one woman in every eleven in 1980 (American Cancer Society, 
1980，cited by Laughter et al., 1981) to one in every eight women in 1993 
(National Cancer Institute, 1993, cited by Johnson, 1994). In Hong Kong 1 in 27 
women will develop breast cancer sometime in their life (Hong Kong Cancer 
Registry, 1993). One reason for racial differences in the incidence of breast 
cancer could be related to the intake of dietary fat and obesity. In Western 
countries the amount of animal fat consumed is much higher than in Oriental 
countries (Ellerhorst-Ryan & Goeldner, 1992; Roberts & Adam, 1987). Evidence 
also suggests the high consumption of saturated fat, positive energy intake and 
obesity are highly associated with breast cancer (Lippman, 1987; McLaren, 
1992; Willett, 1994). As explained by Willett (1994), fat stores in the body are 
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essential in the production of oestrogens after menopause. Much lower body fat 
stores among Chinese women could account for the lower incidence of breast 
cancer. 
The Aetiolgv of Breast Cancer 
Although the cause of breast cancer remains unknown, there are a 
multiplicity of risk factors that appear to be highly associated with breast cancer. 
These factors include age; personal, family, reproductive and menstrual history 
and diet. Clinical research has Identified that women : over 50 years of age 
(Bloom. Richardson & Harries, 1962; Gordon, Crowe, Brumberg & Berger，1992; 
Neaie, 1994; Yuan, Yu, Ross, Gao & Henderson, 1988); having a personal 
history of breast cancer (National Cancer Institute, 1984); having a first-degree 
female relative with breast cancer (Andrieu et al., 1993; Brinton et aL, 1979; 
Kelsey et al.. 1981; Roberts & Adam, 1987; Yuan et al., 1988); who are carriers 
of BRCA1-gene (Ford et al., 1994; Narod et al” 1991); delivering their first child 
after the age of 35 years (Hahn & Moolgavkar，1989; Roberts & Adam, 1987); 
with early menarche (Brinton et al” 1979; Kelsey et al., 1981; Yuan et al” 1988) 
or late menopause (Brinton et al., 1979; Kelsey et al., 1981) and having high 
consumption of animal fat (McLaren. 1992; Willett, 1994) are at higher risk than 
others for breast cancer. Women with known risk factors for breast cancer are 
highly advised to perform breast cancer screening for early detection of breast 
cancer (National Cancer Institute, 1984). 
Prognosis 
In genera丨，the larger the tumour and the greater the number of the lymph 
node involved, the poorer the prognosis of breast cancer. The Surveillance, 
Epidemiology and End Results Program conducted by the National Cancer 
Institute from 1977 to 1982 estimated that five-year survival was approximately 
85% for patients with localized disease, 56% for those with regional disease, 
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and 10% for those with distant disease at diagnosis (Feldman et al” 1981). 
According to the Report of the American Cancer Society in 1989 (cited by Janz, 
Becker, Anderson & Marcoux, 1989-1990), the five-year survival rate 
approached 100% for early diagnosed and localized breast cancer. Thus early 
diagnosis and treatment of breast cancer is of paramount importance to the 
survival from breast cancer. Other factors, such as demographic variables, have 
long been proposed to be associated with breast cancer survival, but a recent 
study by Neale (1994) failed to reveal any significant relationship between 
marital status and breast cancer survival for women with invasive breast cancer. 
Another factor associated with a more favourable outcome for breast cancer is 
the psychological response of women towards breast cancer Women who used 
denial or demonstrated a fighting spirit were found to have a more favourable 
outcome (alive with no recurrence) than those who experienced stoic 
acceptance or feelings of helplessness. However, one criticism against this 
study is that the validity and reliability in categorizing the psychological 
responses was not tested. 
Effects of Breast Cancer 
Cancer is considered to be the most serious disease by almost all people. 
In a review by Wyler, Masuda and Holmes (1970, 1971) of the seriousness of 
illness rating scale cancer was rated more serious than any other disease by 
patients as well as by physicians, residents and interns. Breast cancer can have 
a devastating effect on women's health. Not only do women with breast cancer 
have to face the traumatic impact of treatment and surgical intervention, but also 
contend with the impact of the disease on body image, self-concept and sexual 
identity (Ediund, 1982; Fentiman, 1995). 
Breast cancer imposes tremendously psychological and emotional 
distress to women (Meyerowitz, 1983; Morris, Greer & White, 1977). Holland and 
Mastrovito (1980) commented that even with less extensive surgery, loss of a 
breast would still impose emotional reactions in patients with breast cancer. In a 
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study conducted by Levine，Silberfarb and Lipowski (1978) patients with breast 
cancer were found to experience a higher incidence of depression and 
psychiatry consultation than patients with other cancers. The risk of suicide 
among cancer patients is also high. Louhivuori and Hakama (1979) showed that 
the observed number of suicides among patients with localized breast cancer 
was higher than the general population, although difference was not found to be 
statistically significant. 
Psychological and emotional distress from breast cancer occurs not only 
with diagnosis but continues throughout treatment. In examining the 
psychological and social adjustment to mastectomy for breast cancer, Morris et 
al. (1977) found that patients still experienced psychological stress and 
deterioration in sexual adjustment two years after mastectomy. These results 
were further supported by Meyerowitz (1983) who found women with breast 
cancer experienced emotional distress, especially when they thought about 
cancer-related topics 2 - 3 years after mastectomy. 
Management of Breast Cancer 
Women suspected of having signs and symptoms of breast cancer should 
seek medical advice. Mammography, ultrasonography, thermography, aspiration 
cytology and needle biopsy are commonly used to confirm the diagnosis of 
breast cancer. When breast cancer is diagnosed, even today, there is no cure 
for breast cancer. However, prompt treatment can improve the prognosis. 
Treatment effectiveness does however depend on the extent and staging of the 
tumour and whether metastasis has occurred. For operable breast cancer, 
surgery to the breast is the treatment of choice. During the past few decades 
extensive dissection of the tumour, lymph nodes and surrounding tissue, such as 
Halsted radical mastectomy, was commonly performed to prevent recurrence. 
But because radical surgery imposed significant psychological trauma on women 
after mastectomy (Morris et al., 1977), a simple or modified procedure is now the 
preferred option (Johnson, 1994). In addition, regional therapy such as 
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radiotherapy and systemic therapy (e.g., chemotherapy and hormone therapy) 
are essential as an adjuvant to surgery to eradicate all cancer cells in the body 
other than the operative site so as to prevent recurrence and enhance survival 
rate (National Cancer Institute, 1984). 
In addition to treatment a comprehensive breast cancer rehabilitation 
program is essential to prevent post-operative complications, to restore 
psychological well-being (Fentiman, 1995; Holland & Mastrov丨to’ 1980) and to 
resume normal daily activities (Winick & Robbins, 1976). Social and emotional 
support from family, significant others and breast cancer support groups also aid 
physical (Johnson, 1994), psychological (Holland & Mastrovito，1980; Winick & 
Robbins, 1976), emotional (Winick & Robbins，1976) and social (Holland & 
Mastrovito, 1980) adjustment. The American Cancer Society has developed a 
comprehensive program called Reach to Recovery Program to help women to 
attain a complete normal life after mastectomy. In this program a trained 
volunteer who has successfully recovered from mastectomy for breast cancer 
visits the patient three to six days after the operation with the permission from 
the patient's doctor. The psychological support and information on the use of 
prosthesis from a former mastectomy patient is very encouraging. The volunteer 
is able to share her own experience to help the women go through the difficult 
time (Fredette, 1995; Market, 1971; Timothy, 1980). The Memorial Hospital in 
New York has also developed a Post-Mastectomy Rehabilitation Group Program 
to help mastectomy patients to cope and function physically and psychologically 
after the operation (Winick & Robbins, 1976). Individualized counselling and 
group exercises are arranged by a team of therapists consisting of a social 
worker, nurse, physical therapist and volunteer from Reach to Recovery. The 
program has been very successful, with 1,700 women participating in the 
program between 1970 and 1974. 
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Prevention and Early Detection nf Breast Cancer 
The goals of public health are the prevention of illness and attainment of 
high-level of wellness for all. To achieve these aims there are three levels of 
health prevention : primary, secondary and tertiary prevention. Primary 
prevention is the promotion and maintenance of health behavior’ secondary 
prevention focuses on early diagnosis and treatment of disease, and tertiary 
prevention is concerned with disease control and rehabilitation to minimize 
disability and to restore optima丨 level of functioning (Pender, 1987). 
Early detection and treatment of breast cancer can improve survival rate 
and prognosis (Ellerhorst-Ryan & Goeldner, 1992; Janz et al., 1989-1990; 
Ludwick, 1992; Murray & McMillan, 1993; Salazar & Carter, 1993; Walker & 
Glanz, 1986). Ellerhorst-Ryan and Goeldner (1992) cite a typical study 
conducted by the National Cancer Institute (1986) to illustrate the effect of 
screening in reducing the mortality of breast cancer. Their study found black 
women had a lower incidence rate of breast cancer than white women, but that 
the mortality rate of black women was higher. It was suggested the difference in 
mortality was because black women were less likely to be involved in screening 
of breast cancer and therefore more likely to be diagnosed at a later stage of the 
disease (Sung et al., 1992). 
To some extent, breast cancer can be prevented. Frank-Stromborg and 
Rohan (1992) discussed in detail the various practices used to prevent thirteen 
types of cancer (skin, oral, gastric, esophageal, colorectal, testicular, prostate, 
cervical, endometrial, ovarian, lung, laryngeal and breast cancer). In the case of 
breast cancer, one primary prevention measure was to avoid fat intake and 
obesity. Kelsey and Gammon (1991) have also suggested that the most 
significant factor to prevent breast cancer is to avoid obesity. A second primary 
preventive strategy is to stop the progression of premalignant cell into cancerous 
cell by the use of chemoprevention. For example, tamoxifen, a synthetic anti-
oestrogen used for systemic treatment of breast cancer, has recently been found 
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to be an effective preventive remedy for breast cancer in high-risk women 
(Ellerhorst-Ryan & Goeldner, 1992; Rich, 1993). 
The aim of secondary prevention is to promote early diagnosis of breast 
cancer. Two approaches to screening asymptomatic women for breast cancer 
are identified : mass screening and individual screening. Mass screening 
involves regular screening for all women at risk in a given population. As pointed 
out by De Waard (1976) mass screening not only picks up breast cancer at an 
early stage but also provides a cross-sectional picture of all stages of preclinical 
disease, traces the natural history and incidence of breast cancer, and provides 
a data base for longitudinal studies. However, the implementation of mass 
screening programs is very expensive and may not be feasible for many 
countries. The other approach is individual screening where women seek 
medical advice and screening services on an individual basis or by referral. 
Because screening services are expensive this approach may have 
disadvantages for women in lower social classes. Concern about the cost of 
mammography is consistently reported as a barriers to mammography (Jepson & 
Rimer, 1993; McKinney & Marconi, 1992). Zapka, Stoddard, Costanza and 
Greene (1989) showed that a greater proportion of women in the middle and 
upper socio-economic level have mammography screening. 
Methods of screening asymptomatic women 
At the present time clinical examination, mammography and breast self-
examination (BSE) are the main methods used for the screening and early 
detection of breast cancer. Other techniques include ultrasound, thermography, 
computerized tomography and diaphanography, but are used less frequently as 
their clinical value is limited to diagnosing symptomatic women (National Cancer 
Institute, 1984). The American Cancer Society (cited by National Cancer 
Institute, 1984) recommends the following schedule for early detection and 
screening of asymptomatic women. Clinical breast examination by a health 
professional at 3 yearly intervals between the ages of 20 and 40 and annually 
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thereafter; a baseline mammogram for women age 35 to 39, a mammogram 
every 1 - 2 years for women aged 40 to 49, and yearly mammograms for women 
over age 50, and monthly breast self-examination starting at age 20. 
1. Clinical Breast Examination 
Routine clinical breast examination by a physician at regular intervals is 
the traditional method of screening, detecting and diagnosing breast diseases 
and the one used most frequently by women (Battista, 1983; Rudolph & 
McDermott, 1987). Women with routine physician examination have a longer 
survival rate than the general population (Gilbertsen, 1969). An early study 
conducted by Gilbertsen (1969) from March, 1948 to February, 1969 showed 
that cancers detected by routine annual physician examination the 5-year and 
10-year survival rates was 95.1% and 78.6% respectively which was greater 
than those women in the general population with breast cancer. According to 
Rudolph and McDermott (1987) and Scanlon (1981) clinical examination is an 
effective method for detecting palpable tumour but that accuracy of detection 
depends very much on the expertise of the examiner. Not all physicians are 
confident in their ability to perform breast examination correctly or in detecting 
breast lumps. As reported by Clasen, Vernon, Mullen and Jackson (1994) only 
78% of the physicians in their study were confident in detecting breast lumps for 
their patients. 
2. Mammography 
Mammography is a radiological procedure used to visualize the internal 
part of the breasts. Feig's (1988) evaluation of five programs related to the study 
of mammography revealed that the value of mammography screening in lowering 
mortality rate should not be overlooked. Evaluation of all programs showed that 
the mortality rate was 丨ess for women who had mammography screening in both 
the older (> 50 years old) and younger (40 - 49 years old) age groups than the 
control population. The use of mammography has also been advocated in 
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conjunction with clinical physician examination and breast self-examination. 
Although mammography should be a sensitive method for screening breast 
cancer, the effectiveness or predictive value does depend on the quality and the 
interpretation of the results (Feig, 1988). For example, taking two views (both 
cranio-caudal and medial-lateral views) rather than one view, technical quality of 
mammography, and the interpretation by the physician or radiologist. Radiation 
hazard is also an important issue with mammography with low doses of radiation 
being advocated (Roberts & Adam, 1987; Shapiro, 1977). 
3. Breast Self-Examination 
Monthly examination of the breasts by women themselves is an important 
feature of most screening programs. The National Cancer Institute (1984) 
defines breast self-examination as a routine systematic visual and palpation 
examination of the breasts and underarm areas for signs of abnormality or 
change. Both The American Cancer Society and The National Cancer Institute 
recommend monthly self breast examinations for all women age 20 and over 
Breast self-examination is a safe, convenient, non-invasive procedure 
which carries no risk to the woman. Since 80% (Senie, Rosen, Lesser & Kinne, 
1981) to 83% (Greenwald et al., 1978) of breast lumps are detected by women 
themselves, the role of breast self-examination in breast cancer detection should 
be explored. For those women who practise breast self-examination, 69% are 
able to detect an existing lump during routine self-examination (Greenwald et al., 
1978). Huguley and Brown (1981) also reported that 78% of their sample (n = 
1,622) were able to detect the lesion themselves but only 27% of these detected 
the lesion during the practice of breast self-examination with the remainder 
detecting the lump accidentally. One reason for not detecting the lump in 




Breast self-examination can reduce the morbidity and mortality of breast 
cancer. In a study assessing the value of breast self-examination in the early 
diagnosis of breast cancer, Huguley and Brown (1981) reported a negative 
correlation between the practice of breast self-examination and the pathologic 
stage of disease. Thirty percent of breast self-examination practicers found 
lumps at stage 0 or I compared to only 19% for non-practicers. One of the 
criticism against this study was that women who's lesion was detected by clinical 
examination and mammography were included among breast self-examination 
practicers (Cole & Austin, 1981). When these cases were excluded only 25% of 
breast self-examination practicers showed direct benefit from their practice. 
Despite the analyses bias, women practising breast self-examination still had a 
better pathologic stage at diagnosis. 
In a similar vein, Feldman et al. (1981) organized a Breast Cancer 
Demonstration Network in Brooklyn to identify the relationship between the 
frequency of breast self-examination and the stage of breast cancer at 
diagnosis. A group of 996 newly diagnosed breast cancer patients were 
recruited and data relating to the practice of breast examination collected 
retrospectively. Results of the study demonstrated significant differences 
between breast self-examination practice, pathological staging at diagnosis, and 
tumour size for women who practised monthly or several Umes a year against 
those who practised rarely or not at all. However, there were a number of 
limitations which lowered the generalizability of the study findings. Although 74% 
of women who practised breast examination monthly or several times annually 
were able to detect their own breast lumps, compared with 61% for those who 
only practised rarely or never, no attempt was made to establish whether the 
breast lump was found during routine breast examination or accidentally. In 
addition, the competency of the women performing breast self-examination was 
not assessed, which may have had a significant effect on their ability to detect 
lesion in the breasts. 
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The effectiveness of breast self-examination is well supported by 
research findings. Mant, Vessey, Neil, McPherson and Jones (1987) conducted 
a retrospective study as part of a large case-control study to evaluate the 
effectiveness of breast self-examination in early cancer diagnosis. A sample of 
616 (coverage = 82%) married, newly diagnosed women were interviewed. In 
analyzing the clinical characteristics of breast cancer at diagnosis in relation to 
the practice of breast self-examination, subjects were categorized into three 
groups : those not performing breast self-examination, those performing breast 
self-examination but had not been taught, and those performing and had been 
taught how to perform the technique. Results of the study showed that women 
who had been taught and were practising breast setf-examination monthly or 
more often were more likely to have favourable tumour characteristics (tumour 
size < 2 cm, normal skin of the breast, no deep attachment, and negative 
axillary node) than women in the non-practising group. Results of the 
histopathotogical analysis were more promising, with more negative nodes 
reported with increasing frequency of breast self-examination. Although the 
results of this study were encouraging, a number of limitations lessened the 
validity and reliability of the study. Only women who detected the tumours 
themselves were included and the researchers failed to describe the proficiency 
of breast self-examination practicers and whether the tumours were found 
accidentally or by breast self-examination. 
A large scale study investigating the effect of mass education in breast 
self-examination conducted by Locker et al. (1989) in Nottingham included a 
cohort of 89,010 women age between 40 to 65 years who were invited to attend 
the health education sessions on breast self-examination with women in the 
same population prior to breast self-examination education. A group of 751 
cases who developed breast cancer within the study group was compared with a 
control group (n = 751) Among the study group, tumours were more likely to be 
grade I at diagnosis, less than 2 cm in diameter have 丨ess lymph node 
involvement, and were more operable. As expected, a follow-up at seven years 
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showed no significant difference in survival rate between study and control 
groups because cases in the study group were selected without taking into 
account whether they had attended the breast self-examination class or not. A 
case-control analysis within the study population revealed that breast self-
examination class attenders were significantly more likely to have longer survival 
than non-attenders. However, in this study confounding variables which could 
affect the survival rate, such as the method of tumour detection and delay in 
treatment, were not controlled. 
To explore the usefulness of breast self-examination in reducing breast 
cancer mortality, a longitudinal study was conducted by Le Geyte, Mant, Vessey, 
Jones and Yudkin (1992) as part of a large case-control study. This study 
compared the survival rate of women who had and those who had not been 
taught how to do breast self-examination. The survival rate one year after 
entering the study was better for those who had been taught breast self-
examination, although the difference between the two groups was not 
statistically significant at the 0.05 level (p = 0.07). Le Geyte and colleagues 
(1992) found breast self-examination had little survival benefit prompting the 
claim that the practice should not be promoted for screening breast cancer. 
However, in their study the frequency of breast self-examination, competency of 
the practicers, age of the women, and the treatment they received were not 
considered. Feig (1990) and Holtzman and Celentano (1983) have critically 
evaluated studies investigating the efficacy of breast self-examination and 
conclude that unless the adequacy and proficiency of the technique is 
determined the researchers might be simply evaluating a behaviour which is 
perceived to be breast self-examination by respondents. 
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The effectiveness of breast self-examination depends largely on the 
correctness of the procedure which should be performed at the right time and 
using the right technique. For menstruating women the breasts should be 
examined on the least tender or swollen days which is usually 2 or 3 days after 
the end of the period. Menopausal women, for easy memory, should choose the 
first day of the month (National Cancer Institute. 1984). To ensure breast self-
examination is complete and thorough, the National Cancer Institute (1984, 
pp.200 - 201) advocates the following procedures and techniques :-
a. stand in front of the mirror, look for any changes in the breasts and nipples, 
b. place hands over the head, look for any changes in shape or contour of the 
breasts, 
c. press against the hips, look for any changes in shape or contour of the 
breasts, 
d. raise up the left arm, use the fingers of the right hand to palpate the left 
entire breast in a circular movement and the underarm areas, 
e. gently squeeze the nipple, look for any discharges, 
f. repeat steps d and e on the right breast, 
g. repeat steps d and e in lying position with the left arm over the head and a 
pillow under the left shoulder, 
h. repeat step g on the right breast. 
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Researchers not in favour of breast self-examination, like Cole and Austin 
(1981) and Mant et al. (1987), have criticized the sensitivity and specificity of 
breast self-examination in detecting breast tumours. The question is, do women 
who are screened by routine physician examination or mammography have more 
favourable staging and longer survival than those practising breast self-
examination. To address this question Greenwald et al. (1978) compared breast 
self-examination and routine physician examinations on clinical and pathological 
stages at diagnosis and found no significant differences in stage of disease. In 
another study Senie et al. (1981) revealed that physician detected tumours were 
more likely to be smaller than 2 cm in diameter, with less axillary lymph node 
metastases than tumours detected by the patient. Indeed, part of the analysis of 
the study was misleading. When analyzing the value of different method of 
detection, non-practicers who found lumps accidentally were also included in 
patient detected group. 
The use of mammography has been advocated in conjunction with clinical 
physician examination and breast self-examination for screening asymptomatic 
women because mammography is able to detect nonpalpable tumours (National 
Cancer Institute, 1984). But, as pointed out by Bien, Munro and Watson (1991), 
mammography Is complementary rather than a substitute for breast self-
examination and clinical examination. In Hong Kong mammography is 
expensive, only limited services are available to the general public and 
mammography screening is not yet well accepted by Hong Kong women (Bien et 
al.，1991). In addition, supporters of annual clinical examination (Gilbertsen, 
1969; Mahoney, Bird & Cooke, 1979) and mammography screening (Feig, 1990) 
advise the practice of monthly breast self-examination as breast setf-
examination can detect interval breast cancers. This study focused mainly on 
breast self-examination because among the three methods, breast self-
examination is the most cost - effective strategy for early detection of breast 
cancer. All women should start regular monthly breast self-examination at age 
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20 so as to know what the normal structure of their breasts so that any changes 
can be easily detected. 
An important issue related to the prognosis of breast cancer is early 
detection and early treatment of breast cancer (National Cancer Institute, 1984). 
Despite the benefits of breast self-examination as a screening technique for the 
detection of breast cancer at earlier stages not all women practise breast self-
examination. The low incidence of women practising breast self-examination not 
only exists locally in Hong Kong (Breast self-examination, 1993) but is an 
international problem (Hallal, 1981; Strauss et al., 1987). As breast cancer is the 
most common form of cancer among women in Hong Kong and the incidence of 
breast cancer appears to be rising (Hospital Authority Statistical Report, 1994), it 
is high time to investigate to the extent to which women in Hong Kong know the 
facts of breast cancer, the signs and symptoms of breast cancer and the risk 
factors highly associated with breast cancer; to examine their attitudes and 
beliefs toward the survival and prognosis of breast cancer, and their compliance 
with the recommended procedure of breast self-examination. As a member of the 
health care system, nurses play an important role to encourage and teach the 
practice of breast self-examination. To promote breast self-examination as a 
screening practice for early detection of breast cancer, effective teaching 
strategies need to be developed. Basic information about the knowledge, 
attitudes and beliefs about breast cancer and breast self-examination among 
women in Hong Kong and how these factors related to the practice of breast 
self-examination are essential to the planning of interventions to promote the 
practice of breast self-examination. Nurses might then implement measures to 
increase their knowledge and / or change their attitudes and beliefs about breast 
cancer and breast self-examination. The aim of this study was to investigate 
which of the above factors are associated with and are significantly predict 
breast self-examination practice. 
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Theoretical Framework 
Scientists in the field of public health service have proposed a number of 
models to explain why people engage in preventive health behaviour. Examples 
of models of preventive health behaviour are the Health Belief Model 
(Rosenstock, 1974)，the Resource Model of Preventive Health Behaviour 
proposed by Kulbok (cited in Pender, 1987) and the FishbeiiYs Theory of 
Reasoned Action (Ajzen & Fishbein, 1980). 
Health Belief Model 
The Health Belief Model is commonly employed by researchers as a 
theoretical framework for preventive behaviour. This model was formulated in 
the early 1950s by Hochbaum, Kegeles, Leventhal and Rosenstock in the U.S. 
Public Health Service to explain why people did not use "disease preventives or 
screening tests for the early detection of asymptomatic disease” (Rosenstock, 
1974, p.328). Using the phenomenological approach based on the Lewinian 
theory of goal setting In the level-of-aspiration situation, the Health Belief Model 
was designed to be applicable to a variety of health related decision making 
problems. The Health Belief Model is based on the assumption that an individual 
must be psychologically ready to undertake a health action to reduce a health 
threat and that health behaviour is influenced by perceived personal 
susceptibility to a disease, perceived seriousness of contracting a disease, and 
perceived benefits of and barriers to taking a particular health action. A brief 
description of each of these factors is given below. 
Perceived susceptibility. Individuals vary widely in admitting personal 
vulnerability to a condition. Susceptibility refers to an individual's subjective risks 
of contracting a particular disease or illness. 
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Perceived seriousness. The degree of possible consequences concerning 
the seriousness of contracting a disease also varied. An evaluation of 
seriousness includes emotional feelings and actual physical problems created 
by the thought or the presence of a disease. 
Perceived benefits. The acceptance of personal susceptibility to a serious 
disease can create a driving force leading to health action, but does not define 
the path of action. The direction of action will depend on personal beliefs about 
the availability and efficacy of various alternatives of action，which are in turn 
influenced by social norms and social pressures. 
Perceived barriers. An effective action may be hindered by negative 
factors such as inconvenience, cost, unpleasantness, pain or upsetting feeling 
toward the health action. 
Cues to action. The combination of the driving force to act and a preferred 
path of action will not result in overt action without the presence of cues to 
trigger the behaviour. Cues to action can be internal (e.g., symptoms) or external 
(e.g., interpersonal interaction, mass media communication or reminder from 
health care provider). 
Health Motivation. The concept of motivation was introduced into the 
Health Belief Model by Becker (1974a) and Becker, Drachman and Kirscht 
(1974). Health motivation referred to a genera丨 state of personal health interest 
and health concern, that resulted in behaviours to maintain or promote health. 
Other modifying factors identified within the Model that can Influence the 
likelihood of taking the recommended preventive health action are demographic 
variables (e.g., age, sex, race, ethnicity), sociopsychological variables (e.g., 
personality, social class, peer and reference group pressure), and structural 
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variables which include knowledge about the disease and prior contact with the 
disease. 
The Health Belief Model was first utilized by Hochbaum to explain public 
participation in medical screening for tuberculosis (Rosenstock, 1974) and later 
extended to apply to areas concerning patients' response to symptoms (KIrscht, 
1974) and compliance with prescribed medical regimens (Becker, 1974b; 
Becker. Drachman & Kirscht, 1972, 1974). The Model has since been assessed 
and utilized in a wide range of studies which include compliance with 
hypertensive (Andreoli, 1981), contraceptive (Katatsky, 1977) and asthmatic 
medical regimens (Becker et ai., 1978); predicting cardiovascular risk factor 
reduction (Janz, 1988; Kison, 1992), cardiac rehabilitation (HijecK 1984): 
breast-feeding (Sweeney & Gulino, 1987)，dieting and exercising (O'Connell, 
Price, Roberts, Jurs & Mckinley, 1985) and adolescents' fertility control 
behaviour (Eisen, Zellman & McAlister，1985); and women's decisions about 
estrogen replacement therapy (Logothetis, 1991). The Health Belief Model has 
also been used totally or partially by researchers to examine breast self-
examination behaviour (Baker, 1988; Champion, 1985,1987，1990; Clarke et al., 
1991; Hallal, 1982; Hill, Gardner & Rassaby, 1985; Kelly, 1979; Lashley, 1987; 
Redeker, 1989; Rutledge, 1987; Schlueter, 1982; Stillman, 1977; Walker & 
Glanz, 1986; Wyper, 1990). 
Resource Model of Preventive Health Behaviour 
This model was proposed by Kulbok (cited in Pender, 1987) to explain 
preventive health behaviour. The Resource Model of Preventive Health 
Behaviour focuses on the individuars availability of social and health resources. 
The model hypothesis that there is a positive relationship between the 
performance of preventive health behaviours and the availability of social and 
health resources. Social resources include level of education and family income, 
while health resources include health status, health concern, social network and 
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general psychologic well-being. Control variables like age, sex and race can 
influence the performance of preventive health behaviours. The two major 
variables (social and health resources) of the model are similar to the modifying 
factors as in the Health Belief Model and have been found to significantly predict 
dental and physical fitness (Pender, 1987). 
Fishbein's Theory of Reasoned Action 
The model suggests that intention to perform a behaviour is the 
immediate determinant of behaviour (Ajzen & Fishbein, 1980). The behavioural 
intention is a function of attitude toward the behaviour and subjective norm. Both 
attitude and subjective norm are directly influenced by personal beliefs about the 
outcomes of the behaviour and perceived beliefs of others respectively. Hill, 
Gardner and Rassaby (1985) has utilized this model to examine predictors of 
breast self-examination intention. Results showed that attitude toward breast 
self-examination was the only component of the model significantly predict 
breast self-examination intention and accounted for 17% of the total variance. 
Analysis of items measuring the personal beliefs about breast self-examination 
which have a direct influence on attitude toward breast self-examination was 
found to be similar to the perceived barriers and perceived benefits of practising 
breast setf-examination as in the Health Belief Model. For example, "stir up 
worries about breast cancer" and "any cancer found would be in the early 
stages" are similar to the perceived barriers subscale and the perceived benefits 
subscale respectively (Hill, Gardner & Rassaby, 1985). 
Three models to explain health preventive behaviour have been 
identified. The Resource Model of Preventive Health Behaviour has the potential 
for predicting health preventive behaviour but has limited empirical testing in the 
study of health preventive behaviour. The Fishbein's Theory of Reasoned Action 
focuses on intention and behaviour and predicts behavioural intention rather 
than actual behaviour As the Health Belief Model not only explains and predicts 
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the practice of recommended preventive health behaviour but also predicts 
intentions to practise such behaviour (Damrosch, 1991; Gochman, 1972) and 
has been extensively used by researchers in the study of preventive health 
behaviour, particularly the behaviour of breast self-examination, the theoretical 





Health Belief Model and Breast Self-Examination Behaviour 
in order to determine the predictability of health belief variables 
(perceived susceptibility, perceived severity, perceived benefits and perceived 
barriers) in relation to breast self-examination, a literature research was 
performed which located fifteen articles that utilized the construct of the Health 
Belief Model to examine the frequency of breast self-examination (Baker, 1988; 
Champion. 1985, 1987, 1990; Clarke et al•，1991; Hallal, 1982; Hill. Gardner & 
Rassaby’ 1985; Kelly, 1979; Lashley, 1987; Redeker, 1989; Rutledge. 1987; 
Schlueter, 1982; Stillman, 1977; Walker & Glanz，1986; Wyper, 1990). All 
studies had the common purpose of examining the relationships between breast 
self-examination behaviour, Health Belief Model variables and some other 
variables, and to examine the predictors or the determinants of breast self-
examination behaviours. Not all studies included all four predictor variables of 
the Health Belief Model. Among the studies, none showed a significant 
relationship between perceived seriousness and breast self-examination 
frequency (Baker, 1988; Champion, 1985, 1987, 1990; Walker & Glanz, 1986). A 
summary of major findings on the other factors within the model are described. 
All but one of the studies reviewed showed perceived barriers were 
significantly and negatively related to breast self-examination practice (Baker, 
1988; Champion, 1985, 1987，1990; Clarke et al., 1991; Hill et al” 1985; 
Rutledge, 1987; Walker & Glanz, 1986; Wyper, 1990). Women who perceived 
less barriers were more likely to perform breast self-examination. The only study 
to show a positive relationship was the one conducted by Lashley (1987). 
Perceived barriers were also found to be the best predictor of breast self-
examination. In studies by Champion (1985) and Wyper (1990) perceived 
barriers accounted for 23% and 19% of the total variance respectively. For 
perceived benefits and perceived susceptibility results are inconsistent with 
some studies reporting a significant relationship between perceived benefits and 
breast self-examination practice (Baker, 1988; Champion, 1985，1987’ 1990; 
Hallal, 1982; Hill et al., 1985; Redeker, 1989; Rutledge, 1987; Schlueter, 1982; 
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Walker & Glanz, 1986) whereas others found no significant effects (Clarke et al., 
1991; Lashley, 1987). Finally, women having relatives or friends with breast 
cancer are reported to perceive themselves as highly vulnerable to breast 
cancer but perceived susceptibility did not predict frequency of breast self-
examination (Champion. 1985). Similarly, Baker (1988), Champion (1987) and 
Clarke et al. (1991) demonstrated no relationship. Conversely, Champion 
(1990), Hallal (1982), Kelly (1979)，Redeker (1989)，Schlueter (1982), Stillman 
(1977), Walker and Glanz (1986) and Wyper (1990) found that women with 
higher perceived susceptibility were more likely to practise breast self-
examination than women with lower perceived susceptibility. 
A variety of modifying factors and cue to action of the Health Belief Model 
have been studied and have been found to significantly associate with breast 
self-examination behaviour These factors are demographic variables, history of 
personal or family breast disease, sources of breast self-examination 
information, and knowledge of breast cancer and breast self-examination. 
For demographic variables, age and marital status have been reported to 
be significantly correlated with frequency of breast self-examination (Huguley & 
Brown, 1981; Senie et ai., 1981; Yelland et al., 1991)，with frequency being less 
with Increasing age and for married women. Howe (1981) also found older 
women (age over 40) were more likely to be non-practicers. Interestingly, Mant 
et al. (1987) reported that younger women of higher social class were more likely 
to have been taught to perform breast self-examination. 
Champion (1987), Howe (1981), Huguley and Brown (1981) and Senie et 
al. (1981) each revealed that practicers were more prominent among women 
with higher levels of education. However, in their study of female university staff, 
students and faculty Hailey and Bradford (1991) and Svenson (1992) found 
compliance to breast self-examination practice was no higher than other studies. 
Thirty-one percent of university staff practised monthly while 20% of university 
students were monthly practicers. Although women with higher educational 
levels had better knowledge of breast self-examination, 29% indicated they had 
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no interest in learning more about breast self-examination (Hailey & Bradford, 
1991). Studies by Champion (1985, 1987)，Cope (1992), Lashley (1987) and 
Rutiedge (1987) reported no differences between frequency of breast self-
examination and demographic variables. 
According to the National Cancer Institute (1984) women with a personal 
history of breast cancer have a susceptibility to primary breast cancer five times 
higher than the general public. Likewise, Hill and Shugg (1989), Laughter et al. 
(1981), Spring and Kosch (1982)，Strauss, Solomon, Costanza, Worden and 
Foster (1987) and Taylor et al. (1984) demonstrate that having a personal 
history of breast disease does influence the practice of breast self-examination. 
In addition, they had a significantly higher intention to do breast self-examination 
and more likely to be monthly practicers (Hill & Shugg, 1989). In the study 
conducted by Taylor et al. (1984) the number of women who practised monthly 
breast examination doubled after diagnosis from 22% before diagnosis to 43% 
who currently practised monthly or more. 
Because of the higher risk of developing breast cancer, women with a 
family history of breast cancer would be expected to practise breast self-
examination more frequently (Roberts & Adam, 1987). In the study reported by 
Laughter et al. (1981) 31% started breast self-examination because family 
members, friends or themselves had breast cancer. Cope (1992), Hailey and 
Bradford (1991), Hill and Shugg (1989) and Rutiedge (1987) on the other hand 
found no association between family history of breast cancer and current 
practice of breast self-examination. This might be because these groups of 
women were not aware they were at high risk of developing breast cancer. 
With respect to source of breast self-examination information, the majority 
of studies indicate that if women were taught by or learned from health 
professionals (doctors or nurses) they would perform breast self-examination at 
a much higher rate than those who 丨earned from other sources (Champion, 
1987; Hailey & Bradford, 1991; Huguley & Brown, 1981; Yelland et al” 1991). As 
opposed to Lashley (1987), which portrayed that television as the best source of 
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breast self-examination information, Hailey and Bradford (1991) showed that 
only one percent of the sample 丨earned from the media. May be it is only with 
widespread publicity about a special event, such as Mrs. Ford's mastectomy, 
that there is a significant positive effect on the practice of breast self-
examination (Turnbull, 1978). 
Likewise knowledge of breast cancer and breast self-examination should 
motivate women to practise breast self-examination for early detection of breast 
tumour (Champion, 1987; Gray, 1990; Howe, 1981; Spring & Kosch: 1982)， 
however Champion (1985) was unable to demonstrate a relationship between 
knowledge of breast cancer and breast self-examination practice. In general, 
women's knowledge of breast cancer is inadequate. The majority of women in a 
study by Stiliman (1977) knew most breast lumps were not malignant and that 
women with a family history of breast cancer had a higher risk. On the other 
hand, women tended to overestimate the prevalence of breast cancer (Stiliman, 
1977), and in other studies did not know which age group of women were prone 
to develop breast cancer (Patistea, Chliaoutakis, Darviri & Tselika, 1992; 
Roberts & Duffy，1984) and did not recognize the signs and symptoms of breast 
cancer (Laughter et a丨.，1981; Sheley & Lessan, 1986). Only 16%, 7% and 2% of 
the respective subjects knew discharge, inverted nipple and dimpling were 
symptoms of breast cancer (Roberts & Dufly, 1984). With respect to knowledge 
of breast self-examination Howe (1981) found that only 67% of the subjects were 
aware thsat breast self-examination should be practised monthly, 38% knew that 
breast self-examination should be performed following the menstrual period and 
less than 10% of the sample stated that the pads of the fingers should be used 
to perform the examination. Other studies found that only 31% of the sample 
knew that the nipples should be examined during the procedure (Lashley, 1987). 
In genera丨 studies using the Health Belief Model could only explain 
around 20% - 25% of total variance in predicting breast self-examination on the 
basis of Health Belief Model constructs. At most 34.9% of variance was 
accounted for in Walker and Glanz (1986). Other variables examined to try and 
26 
explain the unaccounted variance include health motivation or health orientation 
which was found to be significantly correlated with breast self-examination 
practice. However, the variance accounted for was not significant (Baker, 1988; 
Champion, 1985, 1987，1990; Murray & McMillan, 1993; Ye丨丨and et al•，1991). 
Thus research findings on the Health Belief Model in the area of breast self-
examination behaviours, like in other field of studies, are inconsistent. In an 
attempt to explain the conflicting results Lashley (1987) and Wyper (1990) points 
to the inconsistent measurement of breast self-examination frequency across 
studies and unreported reliability and validity of measurement instruments. 
Although most researchers used their own measure of breast self-examination 
frequency, Champion (1984, 1985, 1987. 1990, 1993) has made a concerted 
effort to refining her particular measure to overcome some of the methodological 
problems. Davidhizar (1983) suggests the use of standardized measures 
between studies. As large percentage of total variance in breast self-
examination frequency is still unexplained, there is a need for continuous study. 
The Champion Health Belief Model Scale (Champion, 1984) which has been 
widely used to investigate the Health Belief Model constructs and the practice of 
breast self-examination (Champion, 1985, 1987, 1990; Gray, 1990; Lashley, 
1987; Rutledge, 1987; Wyper, 1990) and has been shown to be valid and 
reliable, was used to examine its potential of transcultural application. 
Other factors related to breast-self examination behaviours 
Although studies have considered a variety of related measures, such as 
self concept (Glenn and Moore, 1990; Hallal, 1982) and health locus of control 
(Glenn and Moore, 1990; Hallal, 1982; Redeker, 1989), the ones which appear 
to be useful predictors of breast self-examination are social influence, women's 




Social influence. The low compliance of breast self-examination practice 
may be due to the private nature and the infrequent practice of that behaviour 
(monthly practice) (Meyerowitz & Chaiken, 1987). The only person who knows 
whether a person has complied with the monthly practice is the practicer herself. 
Unlike other preventive health behaviour such as smoking, drinking or weight 
reduction, more people can notice whether the person has or has not quitted 
smoking or reduced body weight. Positive reinforcement and encouragement 
from family members, friends and significant others can help the person to 
adhere to the preventive health behaviour. 
Howe (1981) studied the influence of social factors on breast self-
examination practice among high risk women. A total of 708 white and married 
women of high socioeconomic status were telephone interviewed to assess their 
knowledge, attitude and practice of breast self-examination. Results showed that 
the frequency of breast self-examination was found to be correlated significantly 
with social influence for breast self-examination. This indicated that those who 
received support for performing breast self-examination had the highest reported 
breast self-examination frequency. The limitation of the study was that the 
researcher did not tackle the source of social influence whether it was from 
friends, family members, significant others or health professionals. 
Calnan (1984a) and Calnan and Moss (1984) investigated factors 
affecting participation in breast cancer screening program. Results showed that 
social support was able to discriminate attendance from non-attendance. Those 
with confiding relationship and close friends were more likely to attend the 
screening program and the difference was statistically significant. Social support 
did not predict satisfactory performance of breast self-examination at follow up 
interview (Calnan & Moss, 1984). This might be due to the lack of direct 
measure of the influential effect of social support on breast self-examination 
behaviour. Rutledge (1987) used the Norbeck Social Support Questionnaire to 
assess its predictive effect on breast self-examination performance. Likewise, 
the dimension of the measures (the structural network of social support available 
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and the perception of the quality of that network) was non-specific to breast setf-
examination behaviour and did not reveal any relationship. In a prospective 
study, the social influence scale was not significantly correlated with breast self-
examination frequency (Champion, 1990). It might be related to the use of the 
total social influence score which combined non-specific measures of social 
groups and social influence with specific measure of social beliefs from family 
members and friends. 
Ronis and Kaiser (1989), in a study which aimed to develop a theoretical 
model of breast self-examination behaviour, social influences were found to be 
significantly correlated with breast self-examination behaviour and confidence to 
perform breast self-examination. Social influences were measured in terms of 
direct suggestions to perform breast self-examination and personal training in 
breast self-examination. 
Confidence. Women who were confident in their ability to perform the 
procedure correctly or to detect abnormality were significantly and positively 
correlated with breast self-examination frequency (Amsel, Grover & Balshem, 
1985; Celentano & Holtzman, 1983; Champion, 1990; Clarke et al., 1991; Cram 
& Deffenbacher, 1987; Edwards, 1980; Laughter et al., 1981; Ronis & Kaiser, 
1989; Stillman, 1977). This relationship was demonstrated in a wide range of 
sample，such as university students, women with malignant and benign breast 
disease and women in the general population. In contrast to the above studies, 
Baker (1988), in identifying the attitudes and behaviours of breast self-
examination among older women (aged 60 and above), found self-confidence 
was negatively correlated with optimal breast self-examination frequency. This 
contrasting result might be related to the classification of the optimal breast self-
examination frequency. Optimal breast self-examination frequency was 
dichotomously coded to be one and zero. Those who performed breast self-
examination one to three times in the past three months were coded one, and 
those who performed zero or greater than three times were coded zero. Also 
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confidence in performing breast self-examination was the most significant 
predictors of proficiency in breast self-examination (Magna & Reddy, 1984; 
Baker, 1988; Celentano & Holtzman, 1983) and attendance for mammography 
and breast self-examination class (Galnan，1984a). 
Intention to do breast self-examination. It is better late than never. Non-
practice at the present moment or the past is not that important. The most 
significant issue is whether they have the intention to do breast self-examination 
in the future. Recognizing the predictor variables for future intentions help 
nurses to change their behaviours (Hill & Shugg’ 1989). In a longitudinal study, 
Clarke et al. (1991) revealed that intention was the most significant predictor of 
breast self-examination practice other than previous practice at follow-up period. 
Based on a review of the foregoing studies the model presented in Figure 
1 was developed as the framework for this study to inform the selection of Health 
Belief Model and related variables, choice of measurement tools and data 
analysis strategies. In the model of breast self-examination practice, for a 
woman to practice breast self-examination to detect breast cancer at the earliest 
possible stage she needs to believe that she is personally susceptible to breast 
cancer, breast cancer will have at least moderate impact on her life, breast self-
examination will be beneficial in reducing the seriousness of breast cancer if it 
occurs, and performing monthly breast self-examination does not entail 
overcoming physical or psychological barriers. The different types modifying 
factors that are predictive of breast self-examination are demographic, structural, 
attitudinal, motivations and confidence variables. A cue-to-action must occur to 
trigger the practice of breast self-examination. Cues thought to be predictive of 
breast self-examination behaviour are advice from others, family history of 
















































































































































































































































































































































































Factors contributing to non-practice 
Researchers have identified a number of factors contributing to non-
practice of breast self-examination which include forgetting (Clarke, Hill, 
Rassaby, White & Hirst, 1991; Coleman, Lord, Bowie & Worley，1993; Hailey & 
Bradford. 1991; Hill & Shugg，1989; Stillman, 1977; Turnbull, 1978), being 
unaware of cancer risk, not knowing how to do the procedure, over reliance on 
clinical breast examination (Calnan, 1984a; Kelly, 1979) and mammography 
screening (Calnan, 1984a), lack of time, and laziness (Clarke et al., 1991). 
Environmental factors, like inconvenience (Hailey & Bradford, 1991) and 
psychological factors, such as embarrassment have also been reported (Clarke 
et al., 1991; Hailey & Bradford, 1991). Fear of finding a lump is also a major 
barrier, particularly among women with a history of breast disease (malignant or 
benign) (Hill & Shugg, 1989; Laughter et al.. 1981; Taylor et al., 1984). This 
barrier has implications for nursing because of the need for psychological 
support to this group of women. Also for women with fibrocystic disease of the 
breast it Is more difficult to detect changes (Laughter et al., 1981). 
Another factor which limits the promotion of breast self-examination is the 
lack of teaching and support from health professionals. In the study by O'Malley, 
Fletcher and Bunce (1985) only 54% of physicians taught their patients to 
examine their breasts. Not surprisingly, physicians working in general medicine 
and surgery were less likely to instruct their patients than doctors in family 
medicine and obstetrics and gynaecology. Nurses are also poor advocates of 
breast self-examination. In one study (Ludwick, 1992), 71% registered nurses 
working in nursing homes did not perform breast exams for their residents and 
80% did not take the initiative to teach the residents to self examine their 
breasts. The reasons offered by the nurses for this poor performance was lack of 
policy and insufficient time. Results showed nurses who were confident in 
performing breast self-examination and more knowledgeable about breast self-
examination were more likely to do or teach breast self-examination. The key 
issue Is a commitment to the importance of promoting breast self-examination. 
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However, there are a number of researchers (e.g., Cole & Austin, 1981; Mant et 
al., 1987) who argue against the practice on the basis that it generates 
unnecessary anxiety about breast cancer Fortunately this view is not held by 
the majority. 
Issues of effective practice 
Women should not only practise breast self-examination monthly but do 
so regularly and continuously (Feldman, Caster, Nicastri & Hosat, 1981; 
Huguley & Brown, 1981; National Cancer Institute, 1984; Turnbull, 1978; Wyier, 
1990) and yet the majority of studies mentioned in this report (Gray, 1990; Lu, 
1995; Turnbull, 1978; Walker & Glanz，1986; Wyper, 1990; Yelland, 1991) 
indicate that most women are occasional practicers (practice a few times during 
the year). In order to increase regular and long-term compliance of the 
behaviour, a number of studies have evaluated different intervention strategies 
designed to change the breast self-examination behaviour of women. These 
strategies include guided practice, self-monitoring instruction, peer support 
(Edwards, 1980), mail or phone prompts (Mayer & Frederiksen, 1986), and a 
variety of different instructional techniques (information and demonstration) 
(Craun & Deffenbacher, 1987). None intervention has been found to be better 
than the other in increasing the frequency of self-examination and compliance. 
Although Clarke et al. (1991) found that instructional strategies raised subject's 
level of awareness they did not achieve the recommended level of practice. One 
year after attending the program 94% of women reported practicing breast self-
examination once and only 22% did so monthly. As pointed out by Gray and 
Gaiser (1990) and Walker and Glanz (1986) periodical follow-up workshops 
need to be arranged if breast self-examination practice is to be maintained. 
Likewise in using prompts to remind subjects to practise monthly breast 
examination, whether by mail or by phone-call, it is important to note that the 
prompt must coincide with the day of examination (Craun & Deffenbacher, 1987). 
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In the case of breast self-examination, it is difficult to do so, particularly if the 
women has an irregular menstrual cycle. 
Although breast self-examination procedure is a relatively easy to learn, 
not all breast self-examination practicers reached the level of competency 
necessary to detect breast lesions. Proficiency comes with practice as indicated 
by studies that show women who practice monthly are more confident and able 
to do the procedure correctly (Celentano & Holtzman, 1983; Huguley & Brown, 
1981). One criticism against Celentano and Holtzman's (1983) study was that 
data was collected by telephone interview and subjects' self reports. A more 
comprehensive study is the one conducted by Alagna and Reddy (1984) which 
used direct observation. Results showed self-confidence was significantly 
related to proficiency of practice and that proficient practicers were more likely to 
have better knowledge of correct breast self-examination behaviours and to 
score lower on external locus of control measures. Also of note is that ability to 
detect lesions was related to proficiency of technique and frequency of practice. 
Similarly Calnan and Moss (1984) found that perceived benefits, previous 
practice, previous contact with breast self-examination programs, and 
confidence were significantly related to satisfactory performance one year after 
Instruction. It is clear from this study that repeated instruction and 
encouragement from health professionals can raise the level of performance of 
the participants particularly when health education classes are organize at 
regular intervals. 
The benefits of promoting breast self-examination practices at an early 
age has also been demonstrated. Carstenson and O'Grady (1980) organized a 
breast self-examination program for female students aged 15 to 18 years of age. 
After participating in the program the percentage of students who practised 
breast self-examination increased from 26% to 58%. At follow-up one year later, 
58% of participants examined their breasts occasionally, 27% performed breast 
self-examination regularly and 33% of the students had advocated and taught 








j Summary of Literature Review 
【 Research studies related to breast self-examination behaviours started in 
！ the 1970s. At that time, researchers were interested in examining factors 
predicting the practice of breast self-examination. Healthy adult women 
representing the general population were recruited and the analysis was mainly 
descriptive (e.g., Stillman. 1977). In the 1980s' there was a dramatic increase in 
studies of breast self-examination from a variety of research perspectives. The 
predictability of health beliefs, especially the use of Health Belief Model, was 
extensively tested along with attempts to discriminate between practicers and 
non-practicers of seif examination of the breasts (Champion, 1985, 1987; Gray, 
1990; Lashley, 1987; Rutledge, 1987). Study populations included both healthy 
adult women and high risk women. For example, Laughter et al. (1981) 
examined the breast self-examination practices of women with previous history 
of benign and malignant breast diseases. More vigorous comparative studies 
were designed by Spring and Kosch (1982)，Strauss et al. (1987) and Hill and 
Shugg (1989). Spring and Kosch (1982) examined women with benign breast 
disease with those who did not have. Strauss et al. (1987) compared the breast 
self-examination behaviour between women with and without history of breast 
cancer, while Hill and Shugg (1989) were interested in finding differences among 
women with breast cancer, women with history of benign breast diseases, and 
healthy women in the general population. Another group of high risk cases were 
women aged 60 and above : a group with a higher incidence of breast cancer 
(Baker, 1988; Champion, 1993). 
As the practice of breast screening and breast self-examination was low, 
despite the call for early detection of breast tumours in women, breast self-
examination health education programs, and breast cancer screening programs 
were extensively implemented in 1980s. Researchers, like Calnan (1984a), 
Calnan and Moss (1984)，Carstenson and 0’Grady (1980), and Maclean et al. 
(1984) shifted to examine the compliance with health education and screening 
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program and to investigate predictors for attendance and reasons for non-
attendance for breast screening. 
Most of the studies were retrospective and correlational study using self-
administrated questionnaire. More rigorous research design was implemented to 
overcome major limitations of previous studies. As retrospective study cannot 
infer causal relationship, Calnan and Rutter (1986) and Champion (1990) 
designed a prospective study. Structured interview was arranged to collect data 
(Baker, 1988; Roberts, French & Duffy，1984; Salazar & Carter, 1993). 
Probability sample was used instead of convenient sample. For example, 
Champion (1990) used the random digit dialing method to obtain a random 
sample. 
Self breast examination is simple, safe and easy to learn {Hallal, 1982). 
After personalized instruction, most participants were able to learn and 
demonstrate the techniques in around 7 minutes and 4 minutes was needed to 
reach the level of detecting a lump (Murali & Crabtree, 1992). Unlike 
mammography and clinical breast examination, this procedure is self-initiated, 
convenient and can be practised regularly at monthly intervals (Roberts & Adam, 
1987; Walker & Glanz, 1986). it is inexpensive, only requiring a minimal cost for 
conducting the educational program and no cost to the woman per se for 
practicing it monthly (Feig，1988; Walker & Glanz, 1986). The practice of breast 
self-examination promotes the awareness of body changes (not only changes in 
the breasts but the body as a whole) and prompts treatment. Feig (1988) has 
emphasized that breast self-examination might be useful in detecting rapid 
growing tumours which probably would be missed during annual screenings. 
Bien et al. (1991) has pointed out that breast palpation is much more easy in 
Chinese women as they usually have smaller breast size and this factor might 
decrease the chance of false-positive or false-negative finding. In conclusion, 
breast self-examination is cost-effective, less time-consuming, non-invasive and 
easily available measure for detection of breast cancer. Health care consumers 
should take an active role to prevent and detect early diseases occurrence 
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rather than depend passively on health care providers (Feldman et al” 1981). All 
women should know, learn and practise breast self-examination monthly and 
continuously. Even for women with mastectomy, Laughter et al. (1981) and the 
National Cancer Institute (1987) emphasized the importance of examining the 
mastectomy scars during breast self-examination for breast cancer patients, 
however, Taylor et al. (1984) commented that the practice of breast self-
examination was irrelevant for patients with double mastectomies. 
In America, the compliance of the breast self-examination is low despite 
advocating the practice for over 30 years. Only 25% (Hallal, 1982) to 31% 
(Strauss et al., 1987) of women has performed the breast self-examination 
monthly. The situation in Hong Kong is even worse. A recent article in the Hong 
Kong press (Breast self-examination, 1993) has reported that less than 10% of 
women in Hong Kong practise breast self-examination. The low popularity of 
breast self-examination in Hong Kong may be because few organizations (Well 
Woman Clinic in Kwong Wah Hospital and Matilda Hospital in 1993 to early 
1994) take an active role in promoting and indoctrinating the practice. A 
computer search has been undertaken to discover papers related to the breast 
self-examination behavior. To date, none of the studies located was conducted 
In Hong Kong. Thus there is a need for studies locally. Also, the health services 
provided to women in Hong Kong seem to be non-comprehensive (Health for all 
the way ahead, 1990). Report on the health screening services in Hong Kong 
found out that the existing screening services were limited to married women in 
the chtldbearing age (Health for ail the way ahead, 1990). Sterilized, unmarried 
and menopausal women were not being cared for. Thus they have to take the 
primary responsibility for their own health. Ignorance about health and Illness, 
being neglected by the health care system, and the occurrence of age and sex-
specific diseases, such as breast cancer can compromise women's health. Due 
to the great impact of breast cancer on women's health and to throw more light 
on the relevant predictors of breast self-examination among Chinese women in 
Hong Kong, this study focused on the influential effects of health variables, 
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health beliefs, social influence, confidence, knowledge of breast cancer, 
attitudes toward breast cancer, and intentions to do breast self-examination. 
Why do women practise or not practise breast self-examination? Who do 
and who do not practise breast self-examination? What are the motives behind 
which motivate or deter women to practise breast self-examination? The purpose 
of this study is to obtain knowledge of the possible predictors of breast self-
examination practice with special emphases on the following points 
• to report the frequency of breast self-examination behaviour by the sample 
• to report the level of knowledge of women related to breast cancer 
• to identify which source of breast self-examination instruction related to 
greater breast self-examination practice 
• to examine the relationships of health variables, health beliefs, social 
influence, confidence, knowledge of brease cancer, attitudes toward breast 
cancer and the behaviour of breast self-examination 
• to identify factors predicting intentions to practise breast self-examination. 
Results of this study have implication for health promotion and health 
education practices in Hong Kong, and can help nurses to assess and work with 
their clients to develop individualized strategies to promote breast self-
examination. The research question of this study is as follows : what is the 
relationship among health variables, health beliefs, social influence, confidence, 






A cross-sectional survey design was chosen to collect information 
regarding knowledge, attitudes and beliefs about breast cancer and breast self-
examination behaviour of women in Hong Kong. Such a design is considered to 
be the most appropriate method to gather a large amount of data from different 
sources within a population (Polit & Hungler, 1989). Additionally Polit and 
Hungter (1989) have recommended the use of surveys for collecting information 
on subjects' knowledge, opinions, attitudes and values. However the information 
obtained from surveys tends to be relatively superficial and does not permit 
inferrences to be made about causa丨 relationships between the independent and 
dependent variables (Fowler, 1988). The use of a cross-sectional sample for a 
survey overcomes the limitations of the time and cost required for collecting data 
from the whole population of concern (Dignan, 1992). 
The three common techniques in administering survey are face-to-face 
interview, telephone interview and self-administered questionnaire. There are 
limitations and advantages for each technique. Although interviews can elicit 
more aspects of the breast self-examination behaviour of women in Hong Kong, 
interviews might be more likely to subject to social desirability bias (Fowler, 
1988). Breast cancer is a sensitive topic (Walker & Glanz, 1986)，personal or 
telephone interviews would not be suitable for socially sensitive, personal, or 
embarrassing questions (Fowler, 1988; Polit & Hungler, 1989). Structured 
questionnaires in which fixed alternative questions are designed allow 
comparability of response and facilitate analysis (Polit & Hungler, 1989). The 
self-administered questionnaires have the benefits of offering complete 




A convenience sample of 124 women was obtained from three women's 
associations in Hong Kong. In order to obtain representation from different 
sectors of the community, associations were selected from the telephone listings 
of all women's groups in Hong Kong. Associations were then classified into three 
general categories on the basis of their primary mission. Category 1 (W = 4) 
included groups that focused on recreational and leisure activities; category 2 
(/V = 3) on supporting the feminist movement, and category 3 (A/ = 3) on 
providing job information and promoting equal opportunities for women in the 
work place. One centre was randomly selected from each category representing 
a total membership of 200, 75 and 160 for Association A, B and C respectively. 
Questionnaires were distributed to women in each centre who were Chinese and 
local residents of Hong Kong. Of 263 questionnaires distributed 124 were 
completed (28 from Association A, 26 from Association B, 70 from Association 
C) giving an overall response rate of 47.1%. The 28 women selected from 
Association A were used to pre-test questionnaires and, along with members 
from Association B and C, were recruited to the main study. 
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Measures 
A self-report questionnaire was constructed which contained the following 
sets of measures: 
1. Demographic Characteristics 
A series of questions were designed to obtain details of subjects' age (in 
years), marital status, number of children, years of education, occupational 
status (professional worker, manager or administrator, technical worker, 
service worker, teborer, housewife and other), religion (no religion, Buddhist, 
folk beliefs, Taoist, ancestor worship, Catholic, Protestant and other ) and 
monthly family income. 
2. Health Status and Medical History 
Two measures of health status were obtained : current health and health 
value. To assess current health status subjects were requested to rate their 
present level of health using a 10 cm visual analog scale from 1 = poor health 
to 10 = excellent health. Health value was measured using a multi-item scale 
developed by Wallston, Maides and Wallston (1976). This scale Incorporates 
a list of 10 values (a comfortable life, an exciting life, a sense of 
accomplishment, freedom, happiness, health, inner harmony, pleasure, self-
respect and soda丨 recognition) arranged in alphabetical order to prevent bias. 
Respondents were asked to rank each value from 1 = most important to 10 = 
least important. Prior to data analysis ranks were reversed such that a high 
score represented high value. This tool has been used in previous studies 
which have investigated determinants of health promoting behaviour 
(Christiansen, 1981) and has been shown to have good predictive validity. 
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The second part of this section included questions which sought details of 
personal and family history of breast cancer, acquaintances who has had 
breast cancer, and cancer prevention practices (mammography and pap 
smear). Subjects were required to answer whether they had a personal and 
family history of breast cancer and knew anyone other than their relatives 
who had had breast cancer. Those who indicated a family history of breast 
cancer were asked to specify whether the family member was a first-degree 
or second-degree relative. To assess cancer prevention practices, subjects 
were asked to state if they had had mammography and pap smears, and if so 
had they had them done in the last 12 months. 
3. Breast Self-Examination Practices 
Four aspects of breast self-examination were examined : awareness of 
breast self-examination, current practice of breast self-examination, 
confidence in breast self-examination, and intention to practise breast self-
examination. Subjects who indicated awareness of the practice of breast self-
examination were also asked to specify their source of information on breast 
self-examination (e.g., television, radio, newspaper, magazine, brochure, 
doctor, nurse and health education program). Current breast self-examination 
practices included frequency and completeness of the examination technique 
as assessed by a series of questions requiring a yes/no response. The six 
items used to assess breast self-examination technique were : use of mirror 
for inspection; palpation area including the breasts, nipples and armpits; 
following a set routine, and press firmly on the breast. The measure of breast 
self-examination technique was adapted from Calnan and Rutter (1986) and 
Shepperd et al. (1990). In addition, subjects were required to specify the 
length of each practice, position during the practice, whether breasts were 
examined in relation to the menstrual cycle, and which parts of the hand are 
used for palpation. A completeness score was calculated by adding the 
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number of correct breast self-examination techniques followed. A score of 10 
indicates that the subject performed all breast self-examination procedures. 
Women were also asked to rate, using a 10-point Likert scale (1 = no 
confident, 10 = very confident), how confident they are in their ability to do 
breast self-examination correctly and to identify abnormality or disease, and 
how likely (1 = extremely unlikely to 10 = extremely likely) that they would 
perform breast self-examination monthly from now on. The measure of 
intention to do breast self-examination was adapted from Clarke et al. (1991) 
which was based on the Theory of Reasoned Action (Ajzen & Fishbein, 1980) 
in which intention to engage in health behaviours preceded actual health 
behaviour. 
4. Health Beliefs 
The Champion Health Belief Model Scale (1984) was used to assess 
major components of the Health Belief Model which included perceived 
susceptibility to breast cancer, perceived seriousness of breast cancer, 
perceived benefits of practising breast self-examination, perceived barriers 
to breast self-examination and health motivation. For each item subjects were 
asked to rate their level of agreement using a 5-point Likert scale of 1 = 
strongly disagree to 5 = strongly agree. 
The original scale was modified slightly by deleting the item relating to 
taking of vitamins to prevent illness occurrence. The reason being that 
vitamin consumption is not a common health practice among Chinese 
women. In addition, some changes were made based on the recommendation 
of Champion (1993): one item of the seriousness subscale was deleted, one 
item of the barriers subscale was reworded, two items were added to the 
benefits subscale, and two items were added to the health motivation 
subscale. Non-specific Item deleted on the seriousness subscale was "If I 
had breast cancer, my career would be endangered". Indistinct item on the 
barriers subscale, "The practice of self-breast exams interferes with my 
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activities", was reworded to "Breast self-examination takes too much times”. 
Items added to the benefits subscale were : "Self breast examination can 
help me feel good about myself, "Breast self-examination can decrease my 
chance of death or disfiguring surgery". Items added to the health motivation 
subscales were : "I frequently do things to improve my health", "I have the 
recommended yearly pap smea广 
The Champion Health Belief Model Scale was designed specifically for 
breast cancer research and has been shown to have good content validity, 
internal consistency with alpha coefficients for subscales ranging from 0.6 
(health motivation) to 0.78 (seriousness), and test-retest reliabilities ranging 
from 0.47 to 0.86. The scale has also been subjected to factor analysis and 
multiple regression. The factor loading for each construct was greater than 
0.35. Multiple regression revealed that Health Belief Model constructs were 
significantly correlated with breast self-examination behaviour and accounted 
for 26% of the total variance (Champion, 1984). 
5. Social Influence 
In this study the Social Influence Scale developed by Howe (1981) was 
used to assess the extent to which others influence women to practise breast 
self-examination. The Social Influence Scale contains 5 Items which require a 
yes/no response. A yes response receives a score of 1 and a no response 0. 
Scores are summed to give a total social influence score. For this study the 
item relating to the influence of friends was deleted because of confounding 
with another item and one item was added which asked subjects to specify 
their relationship with the person of whom suggestion and encouragement 
was given to do breast examination and breast self-examination. 
The construct validity of the Scale had been examined by Howe using 
factor analysis. Each item had a factor loading of 0.53 to 0.60. Because no 
information was available on the reliability of the Scale, internal consistency 
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of items were examined yielding an alpha level of 0.66. Examination of item-
total correlations indicated that the item measuring whether anyone had 
performed a breast examination for them had a low correlation with scale 
(0.31 )• This item was examined individually. 
6. Attitudes Toward Breast Cancer 
Attitudes toward breast cancer were measured using a 3-item scale 
developed specifically for this study. Each item was rated on a 5-point Likert 
scale ranging from 1 = strongly disagree to 5 = strongly agree. Prior to data 
analysis ratings vvere reversed such that a high score represented a more 
positive attitude toward breast cancer. 
7. Knowledge of Breast Cancer 
An 8-item scale was constructed to measure factual knowledge of breast 
cancer in relation to risk factors for breast cancer (age, marital status, 
personal history and family history of breast cancer) and signs of breast 
cancer. Item assessing knowledge of signs of breast cancer included 8 
subsections, in which only 5 subsections were correct. Item selection was 
based on a review of the literature and was particularly influenced by the work 
of Hahn and Moolgavkar (1989), Roberts and Adam (1987) and the National 
Cancer Institute (1984). A score of 1 was assigned to correct response to give 
a total knowledge score of 12. 
Two final questions completed the questionnaire. One that asked subjects 
to indicate which of the following actions they would take if they discovered a 
change in their breasts or if they found a lump (seek medical advice 
immediately, delay seeking medical advice, ignore the presence of a breast lump 
or hope that the lump would go away). The second that asked subjects whether 
their friends or family members have ever practised breast self-examination, 
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Content validity of the total questionnaire was assessed by three experts : 
one nurse academic who had experience with the measurement of the Health 
Belief Model and two senior medical officers who had expert knowledge of 
breast diseases. The panel of experts were asked to judge the relevance of each 
item and to identify any items that needed clarification. Items were retained if 
there was general agreement among all three experts. Wording of items were 
revised if found to be ambiguous. In addition, the cultural relevance of the 
Champion Health Belief Model Scale for Chinese women was examined. All but 
one items were assessed to be culturally applicable. As mentioned previously in 
the measures section, taking vitamin is not a common cultural health practice of 
women in Hong Kong, this item was deleted from the health motivation subscale. 
The internal consistency of the health motivation subscale had been reassessed 
in the pilot study to examine any changes to the reliability of the instrument. 
Results indicated that the alpha coefficient (alpha = 0.8) was greater than the 
original subscale (alpha = 0.6). 
The final set of measures were written in English and then translated into 
Chinese. Three people were asked to judge the readability of the Chinese 
version; two were housewives with primary six education and the other a senior 
medical officer who was asked specifically to assess the medical terminology. A 
copy of the English and Chinese versions of the questionnaire are included in 
Appendix A. 
The Chinese version of the questionnaire was pre-tested on a sample of 
28 women from Association A to further test the readability of items and to 
ensure subjects had no difficulty interpreting and answering the questions. 
Subjects were invited to give comments after answering the questionnaire. Some 
of the subjects found question 13, measuring value of health, too long and 
complicated. Action was taken to simplify this question in the final Chinese 
version of the instalment, in which only the key words of those ten factors were 
written which were already self explanatory. In addition, the investigator noticed 
that some of the subjects were housewives but working part-time, so revisions 
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were made on item 7 which elicited subject's working status in the past 12 
months. As the pilot study resulted in only minimal modification, results from the 
pilot were included in main study. 
Finally, the questionnaire was precoded and the Heads of the 
Associations asked to keep a copy of the number and name of participating 
members for the purpose of tracing non-respondehts. Data from the 




On completion of pretesting the questionnaire, the Head of the two 
selected women's associations were contacted. An introductory telephone call 
was made to the Head of the Association to obtain permission to approach the 
women about participation in the study. Both associations agreed to participate 
after panel disoission within the committee members. An appointment was 
made for data collection. 
Questionnaires were distributed to women through the mailing system of 
each Association. Each questionnaire was accompanied by a cover letter 
explaining the purposes of the study (see Appendix B) and a consent form (see 
Appendix C) which respondents were asked to sign and return with the 
completed questionnaire in the stamp-addressed envelope provided. A contact 
number was included with the cover letter should respondents have any 
questions regarding completion of the questionnaire. The average length of time 
required for a subject to complete the questionnaire was 45 minutes. Two weeks 
was allowed for returning the questionnaire after which a reminder letter was 
posted to non-respondents. Return of the questionnaire and signed written 
consent indicated voluntary participation. Data were collected over three 
months. Prior to commencing the study ethics approval was obtained from the 
University and permission to conduct the study sought from the Head of each 
Association. The beneficence of the subjects had also been assessed. As 
raising the issue of breast self-examination to women might increase their level 
of anxiety related to breast cancer (Cole & Austin, 1981), subjects were 
observed during the pilot study to assess whether they were subjected to any 
psychological distress or discomfort. None of the subjects complained subjecting 
to undue distress. Confidentiality and anonymity were guaranteed throughout 




On receipt of completed questionnaires responses were collated, coded 
and entered on to computer for analysis using the Statistical Package for Social 
Sciences for Windows (SPSS Inc., 1992). Selected univariate, bivariate and 
multivariate analyses were used to answer the research questions and included 
Chi-square tests, Student t-test for independent samples, correlational analyses, 





1 • Sample Characteristics 
The first part of this section will describe the demographic characteristics 
of the sample of women who participated in the study. Next, the medical 
history, health practices, health status and health values of the respondents 
will be reported. The last part will present the observed knowledge of breast 
cancer and attitudes toward breast cancer. 
1.1 Demographic profile 
Of the 124 women recruited to the study the majority were middle age, 
educated up to secondary level, married and working (Table 2). Age ranged 
from 19 -57 years (SD = 6.9), with a mean of 35 years. The mean years of 
education was 10 years (range 0 - 17, SD = 4.3), with only 2 women having 
no formal education while 24.3% (n = 20) had tertiary education. 
Good representation was obtained across occupational categories and, 
as expected, a high proportion of women worked as housewives. Only four 
women were medical or health professionals. Examination of religion shows 
42.6% of the women surveyed specified no religious affiliation, 20.5% were 




Table 2. Demographic characteristics of the sample (W = 124) 
Variable J 1 
Aqe 
< 30 25 20.5 
30 - 34 36 29.5 
35-39 27 22.1 
>40 34 27.9 
Education 
No formal education 2 
Primary 29 26.9 
Secondary 56 
Post secondary 2 1-6 
Tertiary 20 24.3 
Marital s _ s 
Never married 43 34.7 
Married 73 58.9 
Separated, divorced, other 8 6.4 
Number of children (n = 81) 
0 13 16.0 
1 21 25.9 
2 34 42.0 
3+ 13 16.0 
Occupation 
Professional, managerial 21 17.1 
Clerica 丨 12.2 
Service worker 24 19.5 
Laborer 23 18.7 
Housewife 40 32.6 
Work status 
Full time 74 59,7 
Part lime 28 22.6 
Not working 22 17/7 
Household size 
1 6 4.9 
2 18 14.8 
3 23 18.9 
4 44 36.1 
5 19 15.6 
6+ 12 9-8 
Income 
< $8,000 16 n o 
$ 8,000 - $ 9,999 9.3 
$10,000-$14,999 30 24,4 
$15,000-$19.999 27 22.0 
$20.000-$29,999 19 i5A 
> $ 30,000 15.4 
Religion 
No religion 52 42.6 
Buddhist 19 
Folk beliefs 17 13.9 
Taoist, ancestor worship 9 7.4 
Catholic B 6-6 
Protestant IZ 
''total number not equal to 124 due to missing data 
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1.2 Medical history and health practices 
As shown in Table 3, only 3 (2.4%) and 9 (7 3%) subjects had a personal 
or family history of breast cancer respectively. Of the 9 with a family history, 
three specified first-degree relatives (e.g., mother, sister), four second-degree 
relatives (e.g., grandmother, aunt) and the remaining two did not specify. 
Forty percent of the sample was acquainted with a person other than a 
relative who had breast cancer. 
Examination of specific health practices showed relatively few women 
(6.6%) had had mammography, whereas nearly half (48%) had had routine 
pap smears and their breasts clinically examined by others (48%). 
Comparison of health practices by age showed 12% (n = 4) of women age 40 
or over (n = 34) had received mammography screening and 57% (n = 55) 
aged 30 or more (n = 97) had performed pap smear screening. Of those 
women who had had routine pap smears screening, 40% had not had a pap 
smear in the past 12 months. When mammography screening status was 
examined, women did not differ on age (t = 1.03, df = 118, p = 0.3) or 
education (f = -0.09’ df 二” 9, p = 0.93). As expected, women who had been 
advised to do breast exam were more likely to have mammography (x = 5.53, 
df = 1, p < 0.01). For pap smear screening, a significant difference was found 
between pap smear screening practice and age (f = 4.9，df= 120, p < 0.001) 
and marital status (x^ = 35.7，df=2, p < 0.001) with performers more likely to 
be married and significantly older than women without pap smear screening. 
Pap smear screening status was also examined in relation to level of 
education, however, no differences were found {t = 0.02, df= 121, p = 0.98). 
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Table 3. Sample characteristics: medical history and health practices 
(A/=124) 
Characteristic n % 
1. History of breast cancer 
Personal history 
yes 3 2.4 
no 121 97.6 
Family history 
yes 9 7.3 
no 115 92.7 
Know others 
yes 49 39.5 
no 75 60.5 
2. Screening practices 
Mammography 接 
yes 8 6.6 
no 114 93.4 
Pap smear 
yes 60 48.4 
no 64 51.6 
* total number not equal to 124 due to missing data 
1 3 Health status and Health value 
Analyses of responses on health status and health value measures 
demonstrated women in this study were moderately healthy (M = 6.3，SD = 
1.8) and rated their health as most important (M = 8.7, SD = 2.2). Examination 
of the relationship between health status and health value scores showed a 
significant but weak positive correlation (r = 0.19, p < 0.05). Significant 
correlations were also found between health value and age (r = 0.18’ p = 
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0.05) and education (r = -0.21, p <0.05). Age and education were not 
significantly related to health status. 
1 4 Knowledge of breast cancer 
Table 4 presents frequencies of correct and incorrect responses to 
knowledge items. In genera丨 level of knowledge of breast cancer was very 
poor, with only 2 of the 15 questions being correctiy answered by more than 
50% of respondents. The highest percentage of correct responses (69.7%) 
was recorded on item 3g (painless lump is associated with breast cancer), 
whereas only 10% knew that married women with children were less likely to 
develop breast cancer (item 2d). Poor knowledge was also found on items 
relating to signs and symptoms, with the majority not knowing that •orange 
peel* skin and dimpling of the skin on the breast were signs of breast cancer. 
Only 1.6% of respondents thought that none of the 7 signs and symptoms 
written was correct. More than 37% of respondents had the misconception 
that single women were less likely to develop breast cancer than other 
groups. Of note is the high "don't know'' response on 7 items. Calculation of 
total knowledge scores confirms that the overall knowledge of breast cancer 
and associated risks was poor as indicated by the mean score of 4.6 (SD = 
2.6) from a possible score of 12. 
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Table 4. Knowledge of breast cancer {N = 124) 
Correct Incorrect Do not 
Item N , response response know (%) (%) 
1. General knowledge 
a. Second leading cause of cancer 122 44.3 20.5 35.2 
b. Most lumps are malignant 122 43.4 13.1 43.4 
c. Lumps change with menstruation 121 33.9 9.1 57 
2. Risk factors 
a. Older women higher risk 122 45.1 33.6 21.3 
b. Personal history higher risk 121 47.1 9.9 43 
c. Family history higher risk 121 52.9 13.2 33.9 
d. Group less likely to develop cancer 120 10 37.5 52.5 
3. Signs and symptoms 
a. Dimpling of skin 124 27.9 - -
b. Enlargement of nipple 124 - 7.4 一 
c. Soft lump in breast 124 - 22.1 -
d. Orange peel skin 124 18.9 - -
e. Nipple discharge 124 39.3 - -
f. Abnorma丨 contours 124 42 6 - _ 
g. Painless lump 124 69.7 - -
h. None of the above 124 - -
费 total number not equal to 124 for some items due to missing data. 
1 5 Attitudes toward breast cancer 
A mean rating on attitudes toward breast cancer of 12.4 (range 5 - 1 5 , SD 
=2.4) shows most subjects had a positive attitude toward preventing breast 
cancer. Attitude scores were also examined in relationship to knowledge of 
breast cancer and age using Pearson's Product Moment Correlation. 
Although results showed women with greater knowledge of breast cancer had 
a more positive attitude (r = 0.22, p < 0.05), no significant relationship was 
found between attitude scores and age (r= -0.04, p = 0.66). 
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Willingness to seek medical advice was also examined as an indicator of 
attitude towards breast cancer. Ninety percent (n = 112) of women sampled 
said they would seek medical advice immediately if they detected an 
abnormality, 7.3% would not seek advice but would hope the lump would go 
away, and 3% would delay seeking medical advice. 
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2. Breast Self-Examination Practices 
As presented in Table 5 the majority of the respondents (86%) were 
aware of the practice of breast self-examination, but less than half the sample 
(48%) had practised breast self-examination. Of those who did practise breast 
self-examination, only nine women did so monthly or more frequently. Two 
women practised more than once a month and one practised breast self-
examination daily. The length of time women had been practising breast self-
examination was relatively short with a mean of 3.1 years (range 3 months -
10 years, SD = 2.5). 
When asked to indicate the source of their information about breast self-
examination, 42% (n = 51) of women said brochures; 32% (n = 40) for 
magazines, newspapers or television; 20% (n = 24) from doctors; 11% (n = 
14) from nurses; 16% (n = 20) from health education programs, and 11% (n = 
13) from the radio. 
Table 5. Breast self-examination practices (N = 124) 
Measure ^ % 
1. Aware of BSE 
Yes 107 86 
No 17 14 
2. Practice BSE 
Yes 59 48 
No 65 52 
3. Frequency of BSE during last 12 months (n=59) * 
Never 5 8.9 
Less than once every 6 months 19 33.9 
Every 5 - 6 months 10 17.9 
Every 3 - 4 months 10 179 
Every other month 3 5.4 
Monthly 7 125 
More than once a month 2 3.6 
* 3 missing cases 
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In addition to the frequency of breast self-examination the completeness 
of the examination technique was examined in relationship to criteria specified 
by the National Cancer Institute (1984) (as specified in Chapter I). Of the 56 
women who provided details of breast self-examination practices none 
performed all procedures. The average number of correct procedures 
performed was five with 16% of the sample performing only one or two steps. 
As shown in Table 6 less than half of the sample (47%) performed breast 
examination in relation to menstruation and of these 69.2% (n = 18) did so 
correctly after menstruation had ceased. In regard to positioning only 26.3% 
examined their breasts in both upright and lying positions. Similarly, few 
women examined their nipples or used firm pressure when conducting the 
examination, and less than half followed a set routine or used a mirror. More 
than half of the women used incorrect hand technique and examined for less 
than 10 minutes. Calculation of total completeness scores yielded a mean 
score of 4.9 (range 1 - 9, SD = 2.1) from a possible score of 10. 
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Table 6. Breast self-examination technique (n = 59) 
Procedure % 
1 • Time in relation to menstruation 27 46.6 
Before menstruation 5 19.2 
During menstruation 3 ” 5 
After menstruation 18 69.2 
2. Position 
Upright 28 49.1 
Lying 14 246 
Upright and lying 15 26.3 
3. Procedure 
Exam breast with mirror 27 47.4 
Palpate breasts 57 100 
Palpate underarms 40 70.2 
Feel nipples 38 66.7 
Press firmly 32 56.1 
Follow a set routine 26 45.6 
4. Hand technique 
Finger tips 24 41.4 
Pads of fingers 25 43.1 
Palm 9 15.5 
5. Length of time 
M = 6.8 SD = 5.2 
<10min. 32 65.3 
>10min. 12 34.7 
* total number not equal to 59 due to missing data 
When ratings of confidence in breast self-examination were examined, 
the levels of confidence in performing the examination correctly (M = 5.0, SD 
=2.2) and ability to detect breast abnormality (M = 4.8, SD = 2.1) were 
relatively low. Likewise women's intention to practise breast self-examination 
in future was low, with a mean rating of 4.7 (SD = 2.3). 
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3. Social Influence on Breast Self-Examination Practices 
Analysis of social influence on breast examination practices found less 
than one third of women had been advised to do breast exams, with 43% {n = 
19) receiving advice from friends, 21% (n = 9) from their doctor, 11 A% (n = 5) 
from nurses and 9.1% (n 二 4) from relatives (e.g., aunt, sister). For the 
remainder the influence came from the woman's husband (6.8%), mass media 
(6.8%), teachers (4.5%) and traditional Chinese practitioners (2.3%). One 
subject was advised by a friend who had a history of breast cancer. As for 
support only 37% had been encouraged to perform breast self-examination. 
Again friends provided most support (26.1%, n = 12), followed by health 
professionals (doctors and nurses) contributing 23.9% (n = 11) and 17.4% (n 
= 8 ) respectively. One subject mentioned self as the source of 
encouragement. Only a third of women talked about breast self-examination 
with their friends. Examination of total social influence scores showed one fifth 
(19.4%) of the respondents had a maximum influence and 44% received no 
influence at all. The mean score for social influence was 1.1 (SD = 1.2). 
Breast self-examination practices of respondents' friends or family 
members was also examined. Responses showed that 18% of respondents' 
friends or family members practised self-examination, 25.4% were non-




4. Health Belief Model Measures 
The distribution of scores on the five health belief dimensions are shown 
in Table 7. Mean ratings for each subscale revealed that subjects in the 
sample had a relatively low score on perceived barriers and perceived 
susceptibility. Results also indicate a moderately high level of perceived 
benefits, perceived seriousness and health motivation. 
Table 7. The distribution of Health Belief Model subscales scores 
Subscale Score range M SD 
Perceived barriers 8 - 4 0 17.4 5.2 
Perceived benefits 7 - 3 5 24.2 4.3 
Perceived seriousness 11 -55 33.3 8.4 
Perceived susceptibility 6 - 3 0 13.5 4.5 
Health motivation 9 - 4 5 31.8 57 
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5. Comparison of Practicers and Non-Practicers 
To identify factors which distinguish practicers from non-practicers, the 
two groups were compared on demographic and medical history variables. 
Table 8 shows the two groups differed significantly on marital status {% 二 
7.11, df= 2 , p < 0.05), occupation (x' = 11.63, d f = 4 , p < 0.05) and working 
status = 7.59, df = 2, p < 0.05) with practicers more likely to be married, 
employed as a housewife, and working part - time or not working at all. For 
medical history, women who knew others who had breast cancer and had 
been encouraged to do breast self-examination were more likely to be 
practicers. Practicers were also more likely to have had mammography (x = 




Table 8. Compareion of BSE practicers & non-pracUcers on demographic variables, 
medical history & health practices. 
— Practicers Non-Practicers ^ 
Variable {n = 59) …=65) % 
n % n % 
1.Marital status … 7 … 
Never married 14 23.7 29 44.6 7.11* 
Married 42 71.2 31 47.7 
Separate, divorced, other 3 5.1 5 
2.0ccupation * 5 3 9 16 25.8 11.63* 
Prof. & managerial g 10 7 g 14 5 
Clerical 10 17.9 14 22.6 
Service ” • 12 19.4 
Lfboreir 24 42.9 11 17.7 
Housewife 
3.Work status _ ™ 
Fulltime 28 47.5 46 70.8 7.59* 
Part time 16 27.1 12 8.5 
Not working 15 25.4 7 10.8 
# 
4ReHgiofi 23 39 7 29 45.3 0.96 
No religion 4I 4 21 32 8 
Buddhist, Taoist, folk, ancestor « 14 219 
Catholic, Protestant " 
S.History of breast cancer 
Personal history* _ 
yes 1 1.7 2 3.1 0.25 
no 58 98.3 63 96.9 
Family history^ 2 3.4 7 10.8 2.50 
no 57 96.6 58 89.2 
Know others 一 … 。 。^，* 
™ 29 49.2 20 30.8 4.37* 
no 30 50.8 45 69.2 
6.Screening 
Mammography 7 12.1 1 1.6 5.48* 
yes 61 87.9 63 98.4 
no 
PapsmeQ「 5 5 . 9 27 41.5 2.57 
yes 26 44.1 38 58.5 
no 
Encourage bse 3 0 51.7 16 24.6 9.62** 
yes 28 48.3 49 75.4 
no 
Previous breast exam performed 37 63.8 22 33.8 11.01** 
yes 21 36.2 43 66.2 
no 
* total number not equal to 124 due to missing data 
* Yates correction formula 
* p < 0.05 
**p<001 
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As shown in Table 9 practicers had significantly lower level of education, 
placed a higher value on health, were more confident in detecting an 
abnormality and doing the procedure correctly, had stronger intentions to 
practise, and had been influenced more by others to practise breast self-
examination. 
Table 9. Comparison of BSE practicers & non-practicers on demographic 
variables, health, knowledge, confidence, intention, social influence 
and attitudes 
Practicers Non-Practicers 
Variable (n = 59) {n = 65) t 
M SD M SD 
1. Demographic 
Age 36.15 7.20 34.11 6.43 1.65 
Education 9.10 4.00 10.82 4.38 -2.26* 
2. Health 
Health status 6.26 1.82 6.32 1-79 -0.18 
Health value 9.24 1.32 8.29 2.76 2.41* 
3. Knowledge 4.98 2.74 4.32 2.53 1.40 
4. Confidence 
Abnormality confidence 5.37 1.96 4.23 2.02 3.10** 
BSE confidence 5.69 2.14 4.41 2.07 3.32** 
5.BSE intention 5.60 2.16 3.87 2.15 4.41** 
e.Social influence 1.33 1.19 0.83 1.08 2.42* 
7. Attitudes 12.63 2 39 12.25 2.42 0.85 
*p<0 .05 "“ " “ 
**p<0.01 
To identify which source of breast self-examination instruction related to 
greater breast self-examination practice, multiple response frequencies and a 
multiple response crosstabs procedure were performed. As the source of 
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information was a question where respondents could circle more than one 
response, the multiple dichotomy method was used to map the responses to 
the question prior to the frequency test (Norusis. 1993). The frequencies for 
the multiple dichotomy set is shown in table 10. The multiple dichotomy set 
was then crosstabulated with breast self-examination practice. Results 
indicated that if breast self-examination information was given by nurses or 
doctors, 79% and 71% of these respondents would become practicers 
respectively. If the source of information was from the mass media or health 
education programs, only 43 - 58% of these respondents would practise 
breast self-examination. 
Table 10. The frequencies for the multiple dichotomy set of sources of 
information and the crosstabulations with breast self-examination 
practice {N= 106) 
Source n relative f %of Practicers Non-practicers 
cases n % n % 
Television 40 16.6 37.7 23 57.5 17 42.5 
Radio 13 5.4 12.3 7 53.8 6 46.2 
Newspapers 40 16.6 37.7 17 42.5 23 57.5 
Magazines 39 16.2 36.8 19 48.7 20 51.3 
Brochures 51 21.2 48.1 28 54.9 23 45.1 
Doctors 24 10.0 22.6 17 70.8 7 29.2 
Nurses 14 5.8 13.2 11 78.6 3 214 
BSE health 
education 20 , 8.3 18.9 11 55.0 9 45 0 
programs 
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Examination of Health Belief Model measures revealed that practicers 
had a stronger health motivation to practise breast self-examination and 
perceived themselves to have less barriers (Table 11). 
Table 11. Comparison of BSE practicers & non-practicers by HBM variables 
Practicers Non-Practicers 
Variable (n = 59) (n = 65) t 
M SD M SD 
Barriers 15.28 4.81 19.51 4.73 -4.80** 
Health motivation 33.43 5.89 30.34 5.09 2.99** 
Benefits 25.00 4.42 23.64 4.04 1.66 
Seriousness 32.44 8.90 3408 7.86 -1.04 
Susceptibility 13.55 4.53 13.46 4.47 0.10 
0.01 
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fi Predictors of breast self-examination practices 
Predictors of breast self-examination were examined in relation to 
practicers vs non-practicers, frequency of breast self-examination and 
intention to practise breast self-examination in the future. 
6.1 Practicers versus Non-practicers 
To predict the probability that women will or will not practise breast self-
examination forward stepwise logistic regression analysis was used. Logistic 
regression, rather than discriminant analysis, was chosen because the 
dependent variable (practicers vs non-practicers) was dichotomous and 
because fewer assumptions regarding multivariate normality or equality of 
group variance are required. Demographic variables (age, education and 
» 
marital status), health status, health value, attitudes, knowledge, confidence 
levels and health belief measures were entered as independent variables into 
the logistic regression analysis to test for their ability to predict breast self-
examination practice. Forward stepwise variable selection was used with the 
level of significance set at p < 0.05 for entering variables into the model and 
the criterion for removal a t p > 0.1. Independent variables were grouped into 
demographic, health and personal, and health belief categories and entered 
consecutively into the analysis. Prior to entry marital status was dummy coded 
as never married, separated and divorced = 1, and married or living with 
partner = 2. Due to high coliinearity between breast self-examination 
confidence and abnormality confidence (r = 0.88，p < 0.001), these two 
variables were combined to create a single measure of level of confidence. 
The data were examined with regard to the fitness of the model. No case 
was found to have exceptionally large residual, standardized residual, 
studentized residual, deviance, leverage or influence. Stepwise logistic 
regression analysis (see Table 12) yielded three significant predictor 
variables: value of health (p = 0.26, p = 0.05), perceived barriers (p = -0.18, p 
< 0.01) and perceived susceptibility (p = 0.12, p = 0.05). 
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Table 12. Logistic regression coefficients for health value, barriers and 
susceptibility 
95% 
Variable p SE Odds confidence interval p 
ratio for odds ratio 
Health value 0.26 0.13 1.29 1.00 to 167 0.05 
Barriers -0.18 0.06 0.83 0.74 to 0.94 0.01 
Susceptibility 0.12 0.06 1.12 1.00 to 1.27 0.05 
Examination of regression coefficients indicate women who perceived 
health as important, saw fewer barriers and perceived they were more 
susceptible had a higher probability of being a practicer than a non-practicer. 
Examination of odds ratio indicate that for every unit increase in health value 
and perceived susceptibility, the chance of a woman being a practicer is 
increased by a factor of 1.29 and 1.12 respectively. Perceived barriers yielded 
a value of 0.83 for the odds ratio which indicates that for every unit increase 
in perceived barriers, the chance of a woman being a practicer is decreased 
by 17%. 
The logistic regression model correctly classified 71.1% of the non-
practicers group and 52.6% of the practicers group, with the overall rate of 
correctly classified being 62.7%, compared with 50% expected on the basis of 
chance (Table 13). The Goodness of fit of this 3-variable model was also 
assessed = 78.2, df= 79, p = 0.51) indicating that the model fits well to the 
data. 
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Table 13. Steps in logistic regression model of breast self-examination 
practice (N = 83) 
Variable Predicted aroup % correctly 
and classified 
Observed group Non-practicers Practicers 
Step1. Health value 
Non-practicers 24 21 53.3 
Practicers 14 24 63.2 
Overall % correctly classified = 57.8% 
x2 = 4.83, df= 1, P < 0.05 
Step2. Barriers 
Non-practicers 32 13 71 .1 
Practicers 17 21 55.3 
Overall % correctly classified = 63.9% 
x2 = 9.36, df= 1, P < 0.01 
Step3. Susceptibility 
Non-practicers 32 13 71.1 
Practicers 18 20 52.6 
Overall % correctly classified = 62.7% 
x2 = 13.4, df = 2, P < 0.01 
Goodness of fit = 78.2, df= 79, P = 0.51 
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6.2 Frequency of breast self-examination 
Prior to analyzing predictors of breast self-examination frequency 
correlations between predictor variables and the criterion measure were 
examined using Spearman's rank correlation coefficients. Results showed 
significant positive correlations between frequency of practising breast self-
examination and number of children (r=0.25. p < 0.01), health motivation (r 
=0.24, p < 0.05) and confidence (r = 0.33, p < 0.01), and negative 
correlations with level of education (r = -0.18, p < 0.05) and perceived 
barriers (r=-0.4, p < 0.01). A summary of results is presented in Table 14. 
Table 14. Bivariate (Spearman's rho) correlation coefficients of predictor 
variables for breast self-examination frequency (AM 24) 
Variable ^^  
1 Demographic variables 
Age 119 013 
Children 121 0.25-
Education 120 -0.18* 
2. Health 
Health value 0.14 
Health status 118 0.04 
3. Health belief variables 
Barriers 114 -0.40^ 
Benefits 110 0-11 
Susceptibility 115 -000 
Seriousness ” 1 - 0 ” 
Health motivation 111 0 
4.0thers 
Knowledge of breast cancer 121 012 
Confidence ” 2 033*^ 
Attitudes 117 0.05 
* total number not equal to 124 due to missing data 
*p<0 .05 
- p c O . O I 
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To identify predictors of frequency of breast self-examination a stepwise 
discriminant function analysis was used to determine which variables best 
predicted group membership of breast self-examination frequency. Prior to 
analysis subjects were categorized into 3 frequency groups : non-practicers 
which included women who did not practise or practised 6 monthly or 丨ess 
frequently, moderate frequency practicers who practised breast self-
examination every 2 - 4 months, and high frequency practicers who performed 
breast self-examination at least monthly or more often. Forty-three cases were 
excluded from the analysis because of missing data. A total of 81 cases were 
eligible for inclusion in the analysis with 67 non-practicers, 8 moderate 
frequency practicers and 6 high frequency practicers. 
Demographic, health, health belief, attitude, confidence level and 
knowledge variables were entered into the discriminant analysis using a 
stepwise procedure to minimize the overall Wilks' lambda. Prior to entry 
number of children was dummy coded as have children = 1, no children = 0. 
Discriminant analysis yielded one statistically significant function with an 
eigenvalue of 0.27, accounting for 99 4% of the total between-groups 
variability. Discriminant function 2 explained 0.65% of the variance, with a 
eignvalue of 0.001. When the first function was dropped from the analysis, 
funption 2 was not statistically significant (Wilk's lambda = 1.0, 二 0.13, cff= 
1, p = 0.71). Examination of standardized canonical discriminant function 
coefficients and Wilks' lambda (Table 15) indicate that barriers and number of 
children contributed significantly to group differences [F(4, 154) = 4.84, p < 
0.01], explaining 13.45% and 7.65% of the total variance in breast self-
examination practice respectively. The discriminant function (see Table 16) 
significantly differentiated high frequency practicers (group centroid = -1.74) 
from non-practicers [group centroid = 0.18; F(2, 77) = 10.03, p < 0.01] and 
from moderate frequency practicers [group centroid = -0.2; F(2, 77) = 4.03’ p 
< 0.05]. Moderate frequency practicers were not significantly discriminated 
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from non-practicers [F(2, 77) = 5.8, p = 0.56]. The structure matrix, 
discriminant function coefficients, and the means reported in Table 17 
indicated that moderate and high frequency practicers were more likely to 
have lower perceived barriers and to have children than non-practicers. 
Table 15. Stepwise discriminant function analysis of predictors variables by 
breast self-examination frequency group membership (A/= 81) 
Variable Standardized discriminant Wilk's F 
function coeffidents Lambda 
Barriers 0.82 0.87 6 0 6 -
Has children -0.65 0.79 4.84嫩 
= 0.001 
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Table 16. Group centrolds and discriminant structure matrix for discriminant 
function analysis of differences among groups of BSE frequency 
Group or variable Discriminant function 
Group Group centroids 
Non-practicers 0.18 
Moderate frequency practicers -0 20 
High frequency practicers -1 74 
Variable Discriminant structure matrix 
Barriers G.76 
Has children "0.58 
Health status 
Seriousness 0.17 




Health motivation -0 31 
Age ""0.35 
Education ⑶ 
Knowledge - 032 
Benefits 
Attitudes 0.08 
Table 17. Means and standard deviations of the significant predictor variables 
by BSE group membership 
Predictor Non-practicers Moderate frequency High frequency 
variable practicers practicers 
•~Chiid 0.46 1 
(0.50) (0.52) ( - ) 
Barriers 18.03 17.00 1067 
(5.07) ( 4 ^ (4.13) 
Note. Standard deviations are in parentheses 
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The discriminant function correctly classified 54 3% of the non-practicers 
group, 46.2% of the moderate frequency group and 88.9% of the high 
frequency group, with the overall rate of correctly classified being 56.1%, 
compared with 33% expected on the basis of chance. There were 3 
ungrouped cases (Table 18). 
Table 18. Discriminant classification results of number of children and barriers 
variables by breast self-examination groups (A/= 117) 
Actual group No. of cases Predicted group membership 
1 2 3 
1 92 50 28 14 
(54.3%) (30.4%) (15,2%) 
2 13 5 6 2 
(38.5%) (46.2%) (15.4%) 
3 9 0 1 8 
( 0 % ) (11.1%) (88.9%) 
Ungrouped cases 3 3 0 0 
(100%) ( 0% ) ( 0% ) 
Percent of grouped cases correctly classified = 56.1% 
Note. Group 1 = Non-practicers 
Group 2 = Moderate frequency practicers 
Group 3 = High frequency practicers 
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6.3 Breast self-examination intention 
Stepwise multiple regression was used to identify factors predicting 
intention to practise breast self-examination in future using health beliefs, 
breast self-examination frequency, social influence, attitudes, knowledge and 
confidence levels as the independent variables. 
Prior to the analysis correlations between predictor variables and breast 
self-examination intention were examined As shown in Table 19 health 
motivation, knowledge, confidence and breast self-examination frequency 
were significantly related to breast self-examination intention. Subjects with 
lower perceptions of seriousness and perceived fewer barriers had greater 
breast self-examination intention” 
Table 19 Pearson's Product Moment correlation coefficients of predictor 
variables for breast self-examination intention {N = 124) 
Variable ^ r 
Barriers 115 - 0.37** 
Benefits 111 
Health motivation 110 0-33** 
Susceptibility 115 -0.03 
Seriousness 112 - 0 20* 
Social influence 120 0.13 
Attitudes 117 -0.01 
knowledge 120 0.18* 
Confidence 115 0.50^ 
BSE frequency 117 0A8** 
* total number not equal to 124 due to missing data 
*p<0.05 
** p< 0.01 
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Results of the stepwise multiple regression showed health motivation, 
confidence and breast self-examination frequency contributed significantly to 
the equation and accounted for 38% of the variances {R = 0.62, R^ = 38) in 
breast self-examination intention (Table 20). Confidence, health motivation 
and breast self-examination frequency were positively correlated with breast 
self-examination intention, indicating that the higher the confidence, the 
higher the health motivation, the more frequent the practice, and the greater 
the intention to continue the practice in future. 
Table 20. Multiple regression of predictor variables by BSE intention {N = 
105) 
Variable Beta Multiple R R^ F 
Confidence 0.50 0.50 0.25 34 .20^ 
BSE frequency 0.35 0.60 0.36 28.07*** 
Health motivation 0.18 0.62 0.38 2 1 0 1 _ 






The goals of this study were to examine the relationship between 
knowledge, attitudes and health beliefs relating to breast cancer and breast self-
examination behaviour, and to identify predictors of breast self-examination 
practices among a selected sample of Hong Kong women. The study also 
examined the predictive power of the Health Belief Model in explaining breast 
self-examination behaviour. These goals have been achieved and with some 
promising results indicating that some variables were predictive of breast self-
examination practice while others predicted frequency of breast self-
examination. The variable that was predictive of breast self-examination practice 
and frequency of breast self-examination was perceived barriers. 
Results from this research show the majority of women in the study had 
heard of breast self-examination but only half had practised breast self-
examination in the past. These findings are remarkably similar to those reported 
by Roberts, French and Duffy (1984), who reported figures of 87% and 57% 
respectively. In this study, it is notable that less than 8% of the total sample 
practised self breast examination monthly. A recent study of Chinese women in 
the United States showed similar findings with 52% women practising breast 
self-examination and only 15% doing so monthly (Lu, 1995). These results are in 
contrast to earlier studies conducted on Caucasian women where 25 - 31% of 
the respondents were monthly practicers although one study has reported a 
figure of 53% (Kelly, 1979). It is evident from these results that there is an urgent 
need to promote breast self-examination as a means for the early detection of 
breast cancer among women generally and for Hong Kong women in particular 
as most practise breast self-examination for just a short period of time. 
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One objective of this study was to identify which source of breast self-
examination information is most related to breast self-examination practice. 
Results indicate that nurses and doctors had the greater influence on initiating 
the practice, with information given to women by nurses or doctors influencing 
three quarters of respondents to practise breast self-examination. This finding is 
similar to that reported by Champion (1987)，Hailey and Bradford (1991)， 
Huguley and Brown (1981) and Yelland et al. (1991) where women who had 
obtained breast self-examination information from health professionals 
performed breast self-examination at a higher rate than from other sources. Of 
note is that in the present study only 55% of women practised breast self-
examination when the information was learned from a breast self-examination 
health education program. One previous study has shown 100% of women 
performed breast self-examination at 丨east once or twice after attending a breast 
self-examination teaching program (Clarke et al., 1991). This clearly indicates 
the value of health education programs and the need to implement health 
education for women in Hong Kong. 
An important factor that enables a woman to detect a tumour of the breast 
is having knowledge of the signs and symptoms of breast cancer. The majority of 
women in the sample had poor or inadequate knowledge of breast cancer, 
especially the signs and symptoms of breast cancer, risk factors associated with 
breast cancer (e.g., single women having higher risk than married women), and 
ability to recognize abnormal change in the appearance of the breasts (e.g., 
dimpling of the skin or orange peel appearance). Saint - Germain and Longman 
(1993) also reported women in their sample were ignorant of the signs and 
symptoms of breast cancer, risks for breast cancer, and general knowledge of 
breast cancer. 
Failure to do breast self-examination properly may lead someone to have 
a false sense of security, which in turn may delay diagnosis if a breast lump is 
really present. In general, knowledge precedes the practice and practice can 
enhance the proficiency of skills. Strauss et al. (1987) and Trotta (1980) found 
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that knowledge of breast self-examination and breast cancer was related to the 
completeness of performing breast self-examination. In this study, the 
performance of breast self-examination was poor, with a mean performance of 
less that half the recommended steps. Results also indicate that most subjects 
did not perform the procedure with adequate time, used incorrect hand 
technique, did not look into mirror to detect abnormalities, did not perform the 
procedure in both standing and lying position, and some even performed the 
examination before or during menstruation. The current findings corroborate 
those of Laughter et al. (1981) which showed that the performance of breast 
self-examination was inadequate, with a mean of 3.9 steps out of the 13-step 
specified on the performance rating scale. Poor performance of the women in 
the sample could indicate that respondents had inadequate knowledge and 
understanding of the procedure. The other explanation for the poor performance 
of the procedure is that the majority of women obtained their information on 
breast self-examination from brochures, magazines, newspapers and television. 
This view is consistent with the suggestion by Roberts et al. (1984) that 
information obtained from mass media might not be as detailed as learning 
personally from health professionals. Virtually none of the subjects in the sample 
attained the expected outcome or benefit from the practice of breast self-
examination (i.e., better pathological staging at diagnosis) due possibly to poor 
compliance, insufficient knowledge or inadequate coverage of all aspects of 
breast examination. 
On the whole women in the sample had a relatively high level of health 
motivation, rated health to be the most important issue, and perceived 
themselves to be healthy. However, both the practice of breast screening and 
pap smear screening were low with only 6.6% and 48.4% of women having had 
mammography and pap smear screening respectively. One explanation for the 
low compliance to breast screening could be the lack of encouragement and 
support given by health professionals. Another reason is that women in the 
sample had a low perceived level of susceptibility to breast cancer. The present 
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results parallel those of Salazar (1994) who found that women perceived 
themselves living a healthy life style and invulnerable to breast cancer were 
more likely to be deviate from the practice of regular breast examination. In 
addition, pap smear screening was disappointingly low，despite enthusiastic 
promotion of the value of annual check-up for women by The Family Planning 
Association. Only 48% of respondents reported having pap smear in the past 
which is similar to results of a 1987 survey of family planning knowledge, attitude 
and practice in Hong Kong by the Family Planning Association of Hong Kong 
(1989), This survey showed 42% of women had performed pap smear. However, 
the increase in pap smear screening is less than 7% since 1987. 
Ttie primary concern of this study was to determine the predictors of 
breast self-examination. Past studies on breast self-examination behaviour have 
used multiple regression to examine the percentage of variance explained by the 
predictor variables and / or discriminant analysis to examine frequency of 
practice. This study examined breast self-examination practice at two levels. 
Firstly to examine the differences between practicers vs non-practicers and 
secondly to differentiate between high frequency practicers, moderate frequency 
practicers, and non-practicers. The results indicate that some variables were 
predictive of practicer status whereas others predicted level of practice. When 
respondents were divided into practicers and non-practicers, significant 
differences were found between the groups on occupation, educational level, 
marital status, working status, acquaintance with a person having breast cancer, 
health value, social influence, breast self-examination confidence, breast self-
examination intention, perceived barriers and health motivation. 
Women of lower educational level were more likely to perform breast self-
examination than women with higher level of education. This result is contrary to 
findings reported by Champion (1987) and Howe (1981) who found level of 
education to be positively associated with breast self-examination. However, the 
finding for marital status is consistent with other researches (Howe, 1981; 
Yetland et a l , 1991) which have shown being married was significantly 
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associated with breast self-examination frequency. In contrast to findings by 
Champion (1987) and Huguley and Brown (1981) no relationship was found 
between personal or family history of breast cancer and breast self-examination. 
One reason for this could be the low frequency of women in the sample with a 
persona丨 or family history of breast cancer. Further analysis indicated that of the 
nine women in the present study who had a family history of breast cancer only 
two were practicers, and of the three women who had a personal history of 
breast cancer only one was practising. That practicers had a higher value on 
health is not unexpected Previous research findings also show that health value 
was one of the predictors of engagement in genera丨 disease prevention 
behaviour (Christiansen, 1981). Thus the present study confirms the view of 
janz and Becker (1984) which claims the Health Belief Model predicts health 
behaviours only when health is highly valued by the individual. 
Confidence in detecting abnormalities and doing the procedure correctly 
is one of the prerequisite for initiating and maintaining breast self-examination 
behaviour. Although practicers had a higher confidence in performing breast 
self-examination than non-practicers, in general the level of confidence was low. 
This low confidence in ability to perform the procedure or detect abnormality is 
not surprising given level of knowledge about breast self-examination and breast 
cancer were also relatively low. 
Howe (1981) has suggested that breast self-examination is a private 
practice and is rarely openly discussed in public. In this study less than one third 
of respondents had discussed breast self-examination openly with their friends 
or relatives and more than half did not know whether their friends or family 
members practised breast self-examination. This degree of privacy is particularly 
true for Chinese culture where it is not acceptable to talk about sex organs and 
sex related practices openly. Similarly most women in the study had little social 
support for their practice or were not aware that it is an acceptable norm to self-
examine breasts for early detection of breast cancer. Of note is that practicers 
had a higher level of support and encouragement to practise breast self-
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examination than the non-practicers. Consistent with these results Calnan 
(1984) and Calnan and Moss (1984) found social influence discriminated 
between attenders and non-attenders of breast cancer screening programs. 
Howe (1981) also found social influence correlated with breast self-examination 
frequency. 
One positive finding from this study was that women in the sample had an 
optimistic view towards breast cancer and believed that breast cancer could be 
cured if detected early. Yet despite an optimistic attitude toward survival of 
breast cancer, there was no significant relationship between attitudes and breast 
self-examination behaviour. One possible explanation is that confidence in the 
treatment of breast cancer among non-practicers might be due to the 
misconception that all stages of breast cancer are curable. It was however 
reassuring to note that 90% of women said they would seek immediate medical 
advice if a breast lump was detected. Cameron and Hinton (1968), Greer (1974), 
Henderson (1966) and Lyon (1977) (cited in National Cancer Institute, 1984), 
found in their studies that 20 - 45% of the women delayed seeking medical 
advice for at least 3 months. This marked difference in findings could be 
because women in Hong Kong were less fearful of breast cancer being 
diagnosed. The other explanation is that the above studies were conducted 
some time ago and therefore may not reflect current attitudes. 
The extent to which Health Belief Model constructs differentiated breast 
self-examination practicers was limited to only two variables : perceived barriers 
and health motivation. Practicers, compared with non-practicers, perceived less 
barriers and had higher motivation to do breast self-examination. This 
corroborates the findings of Champion (1985) and Gray (1990) and suggests 
that efforts should be made to overcome barriers and to promote a positive 
health motivation. 
Some support for the predictive power of the Health Belief Model was 
found. Results of logistic regression analysis revealed that the most significant 
variables to discriminate between practicers and non-practicers were health 
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value, perceived barriers and perceived susceptibility. Practicers reported a 
significantly higher value of health, higher perceived susceptibility to breast 
cancer and lower perceived barriers to the practice of breast self-examination. 
The rate of correct classification achieved by the model was satisfactory, with 
710/0 of the non-practicers group and 53% of the practicers group being correctly 
classified. One possible explanation for the low classification of the practicers is 
that most practised breast self-examination only occasionally and had low 
scores on health beliefs. 
With regards to frequency of breast self-examination, perceived barriers 
was the only health belief variable to predict breast self-examination practice. 
High frequency practicers had significantly less barriers than moderate 
frequency practicers and non-practicers. The present results again parallel those 
of Champion (1985, 1987), Lashley (1987) and Wyper (1990), which showed 
that perceived barriers was the most significant factor in predicting frequency of 
breast self-examination. Women with children discriminated high frequency 
practicers from moderate frequency practicers and non-practicers with high 
frequency practicers having children. One tentative interpretation of this result is 
that being pregnant might bring women into contact with the health care system 
and thus increase the chance of learning breast self-examination from health 
professionals. The prediction of the canonical functions was relatively low” 
Overall, the extent to which variables predicted group membership was low with 
56% of cases being correctly classified; 54% for the non-practice group, 46% for 
the moderate frequency group and 89% for the high frequency practice group. 
One explanation for the low prediction of the non-practice and moderate 
frequency practice groups could be the lack of consistency in health beliefs 
within these groups as reflected by the small eigenvalue and relatively large 
value for Wilk's lambda. 
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In examining predictors of breast self-examination a key finding was that 
different sets of variables predicted different levels of breast self-examination 
practice. Health value, perceived barriers, and perceived susceptibility 
discriminated practicers vs non-practicers, while perceived barriers and number 
of children discriminated non, moderate and high frequency practicers. Of the 
Health Belief Model variables only perceived barriers was significant predictor of 
both breast self-examination practice and frequency of breast self-examination. 
A similar finding was reported by Wyper (1990) who found 14.5% of the variance 
on breast self-examination behaviour was explained by perceived barriers. 
Coupled with other studies (Baker, 1988; Champion, 1985, 1987, 1990; Clarke 
et al., 1991; Hill et al., 1985; Hill & Shugg，1989; Rutledge, 1987; Shepperd, 
Solomon, Atkins, Foster & Frankowski, 1990; Walker & Glanz, 1986; Wyper, 
1990) perceived barriers is clearly one of the best predictors of breast self-
examination frequency. Barriers also play a pivotal role in preventing women 
from practising breast self-examination. Research findings consistently show 
forgetting is one of the major barriers to complying with the monthly practice 
(Clarke et al., 1991; Coleman et al., 1993; Hailey & Bradford, 1991; Stillman, 
1977; Turnbull, 1978). 
As with previous studies, the extent to which Health Belief Model 
variables predicted breast self-examination behaviour was low, with neither 
perceived seriousness nor perceived benefits predicting breast self-examination 
behaviour. Baker (1988), Champion (1985, 1987, 1990) and Walker and Glanz 
(1986) were also unable to demonstrate a relationship between perceived 
seriousness and breast self-examination frequency. A possible reason being 
that asymptomatic women who have little or no personal experience of breast 
cancer may find it difficult to foresee the seriousness or the long-term effects of 
breast cancer (Janz & Becker, 1984). The results from the present study are 
consistent with Clarke et al. (1991) and Lashley (1987) who showed no 
significant relationship between perceived benefits and breast self-examination 
practice. However, significant effects have been reported by Baker (1988), 
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Champion (1985, 1987, 1990), Gray (1990), Hallal (1982), Hill et al. (1985)， 
Redeker (1989), Rutledge (1987), Schlueter, (1982), and Walker and Glanz 
(1986). These conflicting results could indicate that the benefits of breast self-
examination to women are not as obvious as other health preventive practices. 
For example, stopping smoking or drinking decreases the risk of heart disease 
whereas the practice of breast self-examination increases the chance of 
detecting breast 丨ump- Alternatively, respondents in this study may be 
overwhelmed by the barriers and therefore fail to focus on the real benefits of 
breast self-examination practice. 
Perceived susceptibility was one variable that predicted breast self-
examination practice but not breast self-examination frequency. Baker (1988), 
Champion (1987) and Clarke et al. (1991) also failed to demonstrate a 
relationship between perceived susceptibility and frequency of breast self-
examination, whereas Champion (1990), Gray (1990). Hallal (1982), Redeker 
(1989), Schlueter (1982), Walker and Glanz (1986) and Wyper (1990) found 
women with higher perceived susceptibility were more likely to practise breast 
self-examination. Inconsistent results were also demonstrated for health 
motivation which was significantly correlated with breast self-examination 
behaviour but was not a significant predictor of breast self-examination 
behaviour. Again this results has been reported by other researchers (Baker， 
1988; Champion, 1985, 1987, 1990; Murray & McMillan, 1993; Yelland et al., 
1991). Given the discriminant function could only explain 211% of the total 
variance in breast self-examination behaviour, further research is needed to 
establish a more precise predictor mode丨 which improves on measurement 
precision or identifies other variables that may be associated with breast self-
examination behaviour. For example time may be a factor as some respondents 
pointed out that they did not realize breast self-examination was sometimes time 
consuming, especially for women with heavy personal and social commitments. 
Lu (1996) has also suggested the need to develop culturally specific scales to 
measure health beliefs of Chinese women. 
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One final question addressed in this study was factors related to the 
intention of women to practise breast self-examination in future. Results showed 
future intention to practise was significantly associated with confidence, health 
motivation and present breast self-examination frequency. Hill and Shugg (1989) 
also found frequency to be an important predictor of intention to practice, with 
women practising breast self-examination being more likely to continue the 
practice in future. It is encouraging to find that 46% of the non-practicers in this 
study indicated that they had a slight to moderate intention to practice breast 
self-examination in the future. Confidence In performing breast self-examination 
correctly and in detecting abnormality in the breasts accounted for the greatest 
amount of variance (25%) in intention to practise breast self-examination. This is 
consistent with previous studies where confidence was significantly associated 
with proficiency in breast self-examination (Magna & Reddy, 1984; Celentano & 
Holtzman, 1983), breast self-examination frequency (Champion, 1990; Lierman 
et al., 1994) and attendance at breast self-examination classes (Calnan, 1984). 
It was also found to be the most important predictor of past and intended 
frequency of breast self-examination (Ronis & Kaiser, 1989). These findings lend 
support to the postulate of self-efficacy theory (Bandura, 1982, 1989) that belief 
in one's ability to successfully perform a given task is predictive of health 
preventive behaviour. To date few studies have used self-efficacy theory to 
investigate breast self-examination practices. 
In interpreting the results from this study due recognition needs to be 
given to a number of methodological limitations，in particular sample 
characteristics and data collection methods. The use of a convenience sample 
from women's associations is not entirely representative of the population at 
large and thus respondents were more likely to be interested in health issues 
than those who declined (Yelland, 1991). Thus the results of this study cannot 
be generalized to all women in Hong Kong. However, Stillman (1977) suggested 
that sampling women's organizations could be potential target audiences for 
health education programs. Thus such groups could probably offer a reasonable 
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guide to health behaviours of women in the community and provide useful 
specific data for organizing health education programs. Similarly a response rate 
of 47.1%, although higher than expected and similar to those reported by Kurtz, 
Given, Given and Kurtz (1993)，raises the possibility of self-selection bias and 
therefore limit the representativeness of the sample. 
A second issue is the reliability of self-report measures, such as 
frequency of breast self-examination. However, Christiansen (1981) strongly 
supports the use of self-report data, especially in situations where the 
researcher and participants do not know each other. Likewise, Gerard (1988)，in 
studying the relationship between health beliefs and medication compliance 
among outpatient's with schizophrenia, found that patient's self-report of drug 
compliance was accurate and reliable. Concerning the validity and reliability of 
measures, no data on the validity and reliability of the value of health scale was 
available. However, Smith and Wallston (1992) see the scale as a "creative 
approach" in measuring the value of health and one that avoids the effect of 
social desirability. 
The study should be replicated on a sample with a more diverse 
educational background and age range to further examine the relationship of 
knowledge, attitudes and beliefs about breast cancer and breast self-
examination behaviour and whether groups with different demographic 
characteristics vary on knowledge, attitudes, beliefs and breast self-examination 
behaviour. It is recommended future studies of breast self-examination 
behaviour employ a larger random sample and consider the use of interview as 
a data collection method. One Health Belief Model variable not examined 
adequately in this study which is worthy of future consideration is cue to action. 
Handing out a questionnaire concerning breast self-examination was in itself a 
useful cue as more than ten subjects in the pilot study told the researcher that 
they would definitely examine their breasts on that night. This corroborates the 
finding of Craun and Deffenbacher (1987) which revealed a significant increase 
in frequency of practice at follow-up for both the intervention and control group. 
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This study examined frequency of breast self-examination but did not examine 
the competency of women's breast self-examination skills. Future research could 
directly assess women's competency and investigate the relationship between 
frequency and competency of breast self-examination. A study using a 
prospective longitudinal design is also needed in order to test whether frequency 
of practice is continuous over time and whether intention to practise predicts 
compliance of breast self-examination behaviour. It is only then that 
interventional strategies such as health promotion programs can be assessed as 
an effective means of increasing breast self-examination behaviour. 
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Implications for Nursing and Health Prevention 
All women should actively learn the facts about breast cancer, take an 
active role to prevent and detect early disease occurrence (Calnan, 1984b), and 
practise breast self-examination monthly on a regular basis (National Cancer 
Institute, 1984). Results of the present study provide implications for nursing 
practice and the promotion of preventive health behaviour. As the frequency of 
breast self-examination practicers in the study was low and the majority of the 
practicers were infrequent practicers, there is a need to promote, teach and 
encourage women to practise breast self-examination. The benefits of eariy 
detection of breast cancer should be highlighted. 
Consistent with previous study conducted by Roberts, French and Duffy 
(1984), knowledge of the signs and symptoms of breast cancer was inadequate. 
An implication of the finding is that breast self-examination training should not 
only teach the breast self-examination procedure but also emphasize that 
dimpling of skin, orange peel skin and nipple discharge are signs and symptoms 
of breast cancer in order to increase the inspection skills of the women. 
Although knowledge of breast self-examination alone might not ensure 
the practice of breast self-examination (Walker & Glanz, 1986)，adequate 
coverage of all aspects of the breast tissues is essential to detect breast lumps. 
Because the completeness of the breast self-examination procedure of women in 
this study was inadequate, breast self-examination training should reinforce the 
importance of examining the breasts, nipples and armpits; performing in both 
upright and lying position, using a firm pressure with pads of fingers and 
performing breast self-examination 2 - 3 days after the menstrual period. 
Another important implication involves the perceived barriers to breast 
self-examination. Perceived barriers were significant predictors of breast self-
examination behaviour and frequency of breast self-examination practice. When 
promoting and motivating women to practise breast self-examination, nurses 
should assess women's readiness to practise, perceptions of potential physical 
and psychological barriers to breast self-examination (Gray, 1990). Nurses 
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should then work with their clients and implement appropriate strategies to 
overcome them. In regard to perceived susceptibility to breast cancer, nurses 
should inform their clients that all women are at risk to develop breast cancer 
and that the consequences of breast cancer are serious if untreated or not 
detected early. 
Health value and health motivation in this study were found to be 
correlated with breast self-examination behaviour. Nurses should assess 
women's general concern about health and health interest in order to detect 
those needing more assistance due to low health motivation and health value. 
Nurses should then raise their awareness of the importance of maintaining and 
promoting health and engaging in health related behaviour. 
Unmarried women in this study seemed to be less likely to practise breast 
and cervical screening and the health care system does not seem to cater for 
this group of women. Thus, health promotion programs should focus on both 
married and single women. With the establishment of the Well-Woman Clinic 
organized by the Health Department in 1994 more health promotion and 
maintenance services for women of all ages would be implemented in the near 
future. It is encouraging to find that special breast self-examination training 
program is being designed to cater for the visually impaired women in overseas 
countries (Albright & Toy, 1993). Preventive health services in Hong Kong 
should also be organized to cater for special groups of women. However, 
educational level seemed to have no influence on health preventive behaviour in 
this study, thus health education programs that emphasize preventive health 
practices should be included in the curriculum of both primary and secondary 
schools. 
However, in educating women about the practice of breast self-
examination it is important not to over emphasize the negative aspects and thus 
create a high level of fear of contacting breast cancer. Teaching programs 
should focus on demonstration of the breast self-examination technique by 
health professionals and hands-on practice by the women. Nurses should work 
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with their clients to overcome the practical and psychological barriers to the 
practice of breast self-examination. Another important point to bear in mind when 
organizing the practice session is privacy of the women. Embarrassment during 
the practice might deter women from attending the program (Stillman，1977). 
The promotion of breast self-examination should be a continuous process 
with programs designed not only to motivate women to start the behaviour, but to 
encourage them to continue the practice monthly. To promote monthly 
compliance nurses should provide constant support to their clients, periodically 
review their practice, and give positive and constructive feedback to increase 
women's level of confidence and proficiency. 
Previous studies showed that nurses were less likely to be involved in 
teaching breast self-examination to patients in acute settings (Heyman, Tyner, 
Phipps, Cave & Owen, 1991) or in nursing homes (Ludwick, 1992). Lack of 
confidence in detecting breast lump and inadequate knowledge about breast 
self-examination were found to be the major factors affecting the practice of 
teaching breast self-examination (Ludwick, 1992). In addition, nurses very often 
were infrequent breast self-examination practicers (Heyman et al., 1991; 
Turnbull, 1978). Nurses should act as a role-model to promote and practise 
breast self-examination monthly, regularly and competently. Thus, the curriculum 
for training student nurses especially hospital-based training should change from 
a disease orientation to a health approach. All student nurses should not only 
have the theoretical input of the breast self-examination procedure, but should 
have a chance to practise in the class to reach the level of competency of 
detecting breast lump. Refresher courses on breast self-examination courses 
should be organized for registered nurses as well as teaching programs on how 
to teach breast self-examination to the public should be arranged for nurses who 
are constantly irwolved in health education and promotion. 
Nurses play a pivotal role in teaching and promoting health practices as 
nurses are in close relationship with the patient, client, family and community. 
Nurses should make use of every opportunity to inform and educate a woman. 
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Nurses can organize health talks in community centers and hospitals to raise 
women awareness of health screening. For young adult women, nurses should 
encourage them to learn and practice monthly breast self-examination, while 
elderly women who have difficult in self-examination should be encouraged to 
attend the Well-Woman Clinic yearly. Nurses should continuously investigate 
the factors affecting the practice of breast self-examination and then apply the 
research findings to clinical practice. 
Nurses are health teachers who teach and encourage the practice of 
preventive health behaviour. Nurses are change agents who motivate people to 
be actively involved in health practice rather than depend passively on the 
health care providers. Nurses need to equip themselves with the knowledge and 
skills to promote breast self-examination practice, prepare themselves to take up 
the responsibility to promote and maintain the health of their clients, and prepare 
them to organize and implement educational programs. 
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CONCLUSIONS 
Breast self-examination screening can improve the mortality and morbidity 
of breast cancer. Breast self-examination is the most cost-effective, less time-
consuming, non-invasive and easily available measure for early detection of 
breast cancer. The practice of breast self-examination is not intended to be a 
substitute but is comptementary to mammography or clinical breast examination 
for screening of asymptomatic women. Prior to implementing a health preventive 
program to promote breast self-examination practice, a full understanding of the 
predictors of breast self-examination practice is essential. The present study 
provides insight into the breast self-examination behavior of women in Hong 
Kong. Based on the findings of this study several conclusions can be drawn. 
Clearly, women in Hong Kong are fully aware of the practice of breast self-
examination. Nevertheless, the percentage of women practising breast self-
examination and the frequency of practice were below acceptable levels. To 
date there has been no concerted campaign to promote breast self-examination 
and thus women in Hong Kong have not been indoctrinated with the necessary 
knowledge and skills to practise breast self-examination. More action needs to 
be taken to promote breast self-examination practice. 
The majority of women rated health as the most important value, however, 
no evidence can be seen that they are actively engaged in maintaining or 
improving their health as indicated by the low frequency of most of the 
preventive health practices (pap smears, mammography, clinical breast 
examination and breast self-examination). In promoting breast self-examination 
practice, women need to be taught the correct procedure of breast self-
examination and knowledge of the signs and symptoms of breast cancer. The 
source of information for women to leam and practise breast self-examination is 
also important. Brochures, magazines and television may not be the most 
effective source of information. Therefore, nurses and doctors should actively 
engage in initiating, teaching and maintaining the breast self-examination 
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practice of women in Hong Kong. Nurses working in the hospital and community 
are in a good position to enlighten and to remind their clients to perform the 
practice monthly. 
Utilization of the Health Belief Model identified several variables as 
predictors of breast self-examination behavior of women in Hong Kong. 
Practicers were more likely to be women who perceived health as important, 
perceived less barriers to the practice, and perceived a higher susceptibility to 
breast cancer. Thus in designing a teaching program to promote breast self-
examination practice nurses should work with their clients to overcome the 
practical barriers to breast self-examination practice and to foster the idea that 
all women are susceptible to breast cancer during their life. Breast self-
examination confidence, breast self-examination frequency and health 
motivation were predictors of future intention to breast self-examination practice. 
It appears that for a woman to comply with the long-term practice of breast self-
examination she needs to be health orientated and confident in her practice. 
Therefore, teaching programs should be organized periodically to upgrade skills 
to a competent level. Although some supports of the Health Belief Model was 
found, there is a need for future research to develop and refine measures of the 
Health Belief Model that are tailor-made for Chinese women. While the findings 
of this study offer further insights into breast self-examination behaviour, and 
identifies strategies for implementing breast self-examination teaching program, 
further research in the field of breast self-examination behaviour is needed if 
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WOMEN^S HEALTH PRACTICES SURVEY 
Please follow the instructions below : 
1. Circle the appropriate answers or fill in the boxes 
provided; 
2. Unless specified, all tjaestions should be circled 
once only; and 
3. Answer all questions. 
A. Demographic characteristics 
1. Age (in years 
2. Highest level of education : 
No formal education : 0 Primary : 1 2 3 4 5 6 Secondary : 1 2 3 4 5 6 7 Tertiary : 1 2 3 
3. Marital status : 
Never married • • 1 Married 2 Separated 3 Divorced 4 Widowed ••• 5 
Other 6 
Please specify 
4. Number of children if any 
5• Occupation : 
Professional worker 1 
Manager or administrator 2 Technical worker 3 Clerical worker 4 Service worker 5 Laborer 6 Housewife 7 Other 8 
Please specify 
6. Are you currently working as a medical or 
health professional ？ 
Yes 1 No 2 
If yes, please specify your position 
110 
7. In the past 12 months, were you : 
Working full-time (no less than 40 hours 
per week) 1 Working part-time (no more than 40 hours per week) 2 Not working 3 Retired ••••••••• 4 
8. How many family members are living in your household? — 
9. How many members contribute to the family 
income? 
10. Monthly income of the family : 
$ 7,999 or below 1 $ 8,000 - $ 9,999 2 $ 10,000 - $ 14,999 3 $ 15,000 - $ 19,999 4 $ 20,000 - $ 29,999 • 5 
$ 30,000 - $ 39,999 6 $ 40,000 - $ 49,999 7 $ 50,000 or over ••• 8 
11. Religion : 
No religion ^ 
Buddhist 2 Folk beliefs 3 Taoist 4 Ancestor worship 5 Catholic 6 Protestant 7 Other 8 
Please specify 
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B. Health information 
12. Please indicate your present state of health 
by circling the appropriate number• 
10 9 8 7 6 5 4 3 2 1 
I -——I-——I-——I ——I-——I—-I一—III excellent poor 
13. Please rank the following ten factors from 1 to 10, according to how important each is to you. Write the number "1" to the left of the most important factor. Then write a "2" next to the second most important factor, and so on. Do not use the same number more than once• 
A comfortable life (a prosperous life). 
An exciting life (a stimulating, active life). 
A sense of accomplishment (lasting contribution). 
Freedom (independence, free choice). 
Happiness (contentedness). 
Health (your personal meaning of health). 
Inner harmony (freedom from inner conflict). 
_ _ Pleasure (an enjoyable, leisurely life). 
Self-respect (self-esteem). 
Social recognition (respect, admiration). 
14. Do you have a personal history of breast 
cancer? 
Yes \ No ^ 
15. Is there a history of breast cancer in 
your family? 
Yes \ No 2 
If yes, what is your relationship with that person? 
First-degree relative (mother, sister) " 1 
Second-degree relative (grandmother, aunt) 2 
參 
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If yes, have you had mammography in the 
last 12 months? 
Yes 1 
No 2 
18. Have you had a pap smear screening for 
cervical cancer? 
Yes 1 No 2 
If yes, have you had a pap smear in the 
last 12 months? 
Yes 1 No 2 
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« 
C. Breast self-examination practice 
19. Are you aware of the practice of breast 
self-examination (BSE)? 
Yes 1 No • ^ 
If yes, how do you know about it? [Please indicate the source(s). There may be more than one answer•] 
Television 1 
Radio 2 Newspaper 3 Magazine 4 Brochure 5 Doctor 6 
Nurse 7 BSE health education programme 8 
20. Do you practise breast self-examination? 
Yes 1 
No 2 
If no, go to question 28. 
21. How long have you been practising BSE? 
years months• 
22. How often have you practised BSE in the 
past 12 months? 
Never ^ 
Less than once every 6 months 2 Every 5 - 6 months • • • 3 Every 3 - 4 months 4 Every other month 5 Monthly 6 More than once a month 7 
23. Do you examine your breasts at a particular time in your menstrual period? 
Yes 1 
No 2 
If yes, at which period : 
Before menstruation • • • • 1 During menstruation 2 After menstruation 3 
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24. On average, how long does it take to do BSE? 
( minutes / hours ) 
25. In what position are you when examine 
your breasts? 
… . Upright • ••••••• 1 Lying • • • 2 
Upright and lying 3 
26. When examining your breasts do you : 
a. look at them in the mirror 
Yes 1 
No 2 
b. feel them 
Yes 1 
No 2 
c. feel under your arms as well 
Yes 1 
No 2 
d. feel your nipples as well 
Yes 1 
No 2 
e. usually follow a set routine 
Yes 1 
No 2 
f. press firmly on them 
Yes 1 
No 2 27. When examining your breasts which part of your hand do you use? Finger tips 1 Pads of the fingers 2 Palm 3 
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28. How confident are you in your ability to 
do BSE correctly? 
10 9 8 7 6 5 4 3 2 ： . 
very confident no confident 
29. How confident are you in your ability to 
identify abnormality or change? 
10 9 8 7 6 5 4 3 2 ：. 
very confident no confident 
30. How likely is it that you will do BSE monthly from 
now on? 
10 9 8 7 6 5 4 3 2 1 
I — — I — — I - — — I — — I - — — I — — I - — — I — — - I 1 extremely extremely 
likely unlikely 
Questions 31 to 71 refer to your beliefs about health. Please circle ^strongly agree (SA)= 5', ^moderately agree (MA)= 4,, *neither agree nor disagree (?)= 
�moderately disagree (MD)= 2, or �strongly disagree 
(SD) =、：against each statement. 
SA MA ? MD SD 
31. My chances of getting breast 
cancer are great. 5 4 3 2 1 
32. I have the recommended yearly pap smear exams in addition to visits for a specific problem. 5 4 3 2 1 
33. When I think about breast cancer my heart beats faster. 5 4 3 2 1 
34. Self breast exams can help me find 
lumps in my breast. 5 4 3 2 1 
35. I worry a lot about getting breast cancer. 5 4 3 2 1 
36. Self breast exams take too much time. 5 4 3 2 1 
37. The thought of breast cancer scares me. 5 4 3 2 1 
38. When I think about breast cancer I feel nauseous. 5 4 3 2 1 
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SA MA ？ MD SD 
39. I feel that my chances of getting breast 
cancer in the future are good. 5 4 3 2 1 
40. Breast cancer would endanger my marriage (or a significant relationship). 5 4 3 2 1 
41. I always follow medical orders because 
I believe they will benefit my state of health. 5 4 3 2 1 
42. My feelings about myself would change if I got breast cancer. 5 4 3 2 1 
43. I would not be so anxious about breast cancer if I did monthly exams. 5 4 3 2 1 
44. My financial security would be endangered if I got breast cancer. 5 4 3 2 1 
45. I frequently do things to maintain my health. 5 4 3 2 1 
46. If I got breast cancer, it would be more serious than other diseases. 5 4 3 2 1 
47. Doing self breast exams prevents 
future problems for me. 5 4 3 2 1 
48. I have a lot to gain by breast exams. 5 4 3 2 1 
49. There is a good possibility that I 
will get breast cancer. 5 4 3 2 1 
50. If I do monthly breast exams, I may find a lump before it is discovered by regular health exams. 5 4 3 2 1 
51. I am afraid to even think about breast cancer. . 5 4 3 2 1 
52. Self breast exams can help me feel good about myself. 5 4 3 2 1 
53. Self breast exams can decrease my chances of death or disfiguring surgery. 5 4 3 2 1 
54. It is embarrassing for me to do monthly breast exams. 5 4 3 2 1 
55. In order to do monthly breast exams, 
I have to give up quite a bit. 5 4 3 2 1 
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SA MA ？ MD SD 
56. I search for new information related 
to my health. 5 4 3 2 1 
57. Self breast exams are time consuming. 5 4 3 2 1 
58. My family would make fun of me if I 
did self breast exams. 5 4 3 2 1 
59. Within the next year I will get breast cancer. 5 4 3 2 1 
60. Doing self breast exams would require starting a new habit, which is difficult. 5 4 3 2 1-
61. I am afraid 工 would not able to do 
self breast exams. 5 4 3 2 1 
62. I have the recommended yearly physical exams in addition to visits related to illness. 5 4 3 2 1 
63. If I had breast cancer, my whole life 
would change. 5 4 3 2 1 
64. I eat a well-balance diet. 5 4 3 2 1 
65• Breast cancer is a hopeless disease. 5 4 3 2 1 
66. I frequently do things to improve my health. 5 4 3 2 1 
67. Problems I would experience from breast cancer would last a long time. 5 4 3 2 1 
68. Self breast exams can be painful. 5 4 3 2 1 
69. I have the recommended periodic dental exams in addition to visits for a specific problem. 5 4 3 2 1 
70. My physical health makes it more likely that I will get breast cancer. 5 4 3 2 1 
71. I exercise regularly - at least three 
times a week. 5 4 3 2 1 
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72. Has anyone suggested to you that you should 
do a breast examination ？ 
Yes 1 No 2 
' I f yes, what is your relationship with that 
person? 
73. Does anyone encourage you to do your breast 
examinations ？ 
Yes 1 No 2 
If yes, who is/are that person? 




75. Does anyone other than yourself do a breast 
examination for you? 
Yes 1 
No 2 
76. Have your friends or family members ever 
practised BSE? 
Yes 1 No 2 





D. Breast cancer information 
Questions 77 to 80 are related to breast cancer. Please circle ^strongly agree (SA)= ^moderately agree (MA)= 4�^ne i t h e r agree nor disagree (?)= 3', ^moderately disagree (MD)= 2' or�strongly disagree (SD) =、： 
against each statement. 
SA MA ? MD SD 
77. If I got breast cancer, I'd rather not know about it. 5 4 3 2 1 
78. Even with early detection breast cancer cannot be cured. 5 4 3 2 1 
79. A breast cancer diagnosis means a person is going to die. 5 4 3 2 1 
80. Once a lump has been found, nothing can be done about it. 5 4 3 2 1 
Questions 81 to 89, please circle the appropriate 
answer. 
81. In Hong Kong, the second leading cause of cancer among women is breast cancer. 
True 1 False 2 Do not know 3 
82. Most lumps discovered in the breast turn 
out to be cancer. 
True 1 False 2 Do not know 3 
83. A breast lump that changes with the menstrual cycle (becoming larger or smaller) is suggestive of breast cancer. 
True 1 False 2 Do not know 3 
84. Older women have a higher risk than younger women in developing breast cancer. 
True 1 
False 2 Do not know 3 
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85. Women with a personal history of breast 
cancer have a higher risk of developing 
breast cancer. 
True 1 False 2 Do not know ••••••••• ••••• 3 
86. Women with a family history of breast 
cancer have a higher risk of developing 
breast cancer. 
True 1 False 2 Do not know • 3 
87. Which group of women is less likely to 
develop breast cancer? 
Single women 1 
Those who are married but have no children 2 
Those who have been married and have children 3 
Do not know 4 
88. Circle the item(s) which are most suggestive of breast cancer? 
Dimpling of the skin on the breast … 1 Enlargement of the nipple 2 Soft lump ipr the breast 3 "Orange peel" skin on the breast 4 Discharges from the nipple 5 Abnormal contours of the breast 6 Painless lump in the breast 7 None of the above 8 
89. What would you do if you discover a change 
or a lump in your breast? 
Seek medical advice immediately 1 Delay seeking medical advice 2 Ignore the presence of a breast lump • 3 Hope that the lump would go away 4 
Thank you for completing this questionnaire. 
Your time and thoughtfulness in answering are 














1 .年E ： 1—1— 
2 .最高敎育程度:： 
沒有接受正式的敎育：0 
/』、學 ：/」、一 /』、二 /_]、三 /_]、四 /_]、五 /_]、六 
































8.同居住一起的家庭總成員有幾多位昵？ I I I 
9.家庭收入的來源是由幾多位成員付出昵 ？ 丨 I I 
10.每月家庭的收入： 
$ 7,999或以下 1 
$ 8,000 至 $ 9,999 2 
$ 10,000 至 $ 14,999 ……3 
$ 15,000 至 $ 19,999 4 
$ 20,000 至 $ 29,999 5 
$ 30,000 至 $ 39,999 6 
$ 40,000 至 $ 49,999 7 















10 9 8 7 6 5 4 3 2 1 
非常好 很差 
13.請將以下十個因素按照•因素對你之SSffi由 irMih排列. 




— 成 就 感 
— 自 由 
— 愉 快 














































































a . 面 _ 子 觀 察 乳 房 
有 ••• •• I 
無 2 






















10 9 8 7 6 5 4 3 2 1 
信心十足 完全無信心 
29.你對自已能否識別乳房的異常或改變的能力有多大的信心？ 
10 9 8 7 6 5 4 3 2 1 
信心十足 完全無信心 
30.由現在開始，你將會實踐每月自我乳房檢查的可能性有多少？ 






相當不同意二 2，非常不同意二 1. 
非常相當非同意相當非常 
也 非 不 不 
同意同意不同意同意同意 
31.我患乳癌的可能性極 大 5 4 3 2 1 
32.我除有特別婦科問題求診醫生之外，也 
有遵照每年作柏氏抹片檢查的勸告••••5 4 3 2 1 
33.當思考乳癌時，我心跳加 快 5 4 3 2 1 
34•自我乳房檢絲我發現乳房內之腫塊•• 5 4 3 2 1 
35.我經常擔心會患上乳 癌 5 4 3 2 1 




也非 不 不 
同意同意不同意同意同意 
37.乳癌的思潮令我驚 恐 5 4 3 2 1 
38.當思考乳癌時，我感覺到卩惡 心 5 4 3 2 1 
39.我感覺在未來的曰子中患上乳癌的可能 
性是非常大 5 4 3 2 1 
40.乳癌將會危害我的婚姻生活或與友好的 
關係 5 4 3 2 1 
41.因我相信醫生的指示是_健康情況有 ， 
利，我經常跟隨實行 5 4 3 2 1 
42.如患上乳癌，我對自我之觀感有所改變 5 4 3 2 1 
43.如我有作每月定期的自我乳房檢查，我 
將不會受到乳癌的憂慮 5 4 3 2 1 
44.如患上乳癌，我經濟的保障將會受到危 
害 5 4 3 2 1 
45.我常常作些行動維持個人的健康••••• 5 4 3 2 1 
46.相比其他疾病，患上乳癌會是較爲嚴重的5 4 3 2 1 
47.自我乳房檢查可預防將來•發生的問題5 4 3 2 1 
4 8 .自我乳房檢絲我有很多的增益……5 4 3 2 1 
49.我是好有可能患上乳 癌 5 4 3 2 1 
50.如我有作每月的自我乳房檢查，我可能 
在定期健康檢查前已發現腫塊 5 4 3 2 1 
51.我連思考乳癌也感到畏 懼 5 4 3 2 1 
52.自我乳房檢查可令我對自已有美好的感覺5 4 3 2 1 
53.自我乳房檢查可減少我死亡的可能性或 
作損毀外形的稍 5 4 3 2 1 




也 非 不 不 
同意同意不同意同意同意 
55.爲了作每月自我乳房檢查，我可說是有 
點兒犧牲 5 4 3 2 1 
56.我尋找關•康的新消 息 5 4 3 2 1 
57.自我乳房檢錢費時 的 5 4 3 2 1 
58.如我有作自我乳房檢查，我的家人將會 
取笑我 5 4 3 2 1 
59.在未來一年裡，我將會患上乳癌……5 4 3 2 1 
60.作自我乳房檢查將需要開始一種困難的 
新習慣 5 4 3 2 1 
61 •恐怕我將不會有能力作自我乳房檢查•• 5 4 3 2 1 
62.我除•不適求診醫生之外，也有遵照 
每年_檢查的勸告 5 4 3 2 1 
63.如患上乳癌，我整過生命將會改變....5 4 3 2 1 
64.我進食均衡的食 物 5 4 3 2 1 
65.乳癌是一種不可救治的疾 病 5 4 3 2 1 
66.我經常作些行動改善個人的健康……5 4 3 2 1 
67.患上乳癌所體驗的困難將會長時間持續 5 4 3 2 1 
68.自我乳房檢查可能是痛楚的•………5 4 3 2 1 
69.我除有特別牙科問題求診牙醫之外’也有 
遵照定期檢查牙齒的勸告 5 4 3 2 1 
70.我#11的健康情況令我有較大的可能性 
患上乳癌 5 4 3 2 1 


























_常€意二 5, 相當同意=4, 非同意也非不同意二 3, 
相當不同意=2,非常不同意=1. _ _ 
非常相當非同意相當非常 
也 非 不 不 
同意同意不同意同意同意 
77.如我患上乳癌，•寧願不知 道 5 4 3 2 1 
78.即使及早發現，乳癌是不可能醫治的•••5 4 3 2 1 
79.乳癌這診斷意指是那患者將會死亡••…5 4 3 2 1 


























































THE CHINESE UNIVERSITY OF HONG KONG 
DEPARTMENT OF NURSING 
Df^ ar Madam, 
I am currently enrolled in the Master's Degree in Nursing at 
the Chinese University of Hong Kong and plan to undertake an 
investigation of the preventative health practices of women 
in Hong Kong. The main focus of my study is to 
many women practice breast self-examination and their 
knowledge about the procedure and breast cancer. 
I would be most grateful if you could contribute to this 
important study by giving 45 - 60 minutes of your time to 
complete the attached questionnaire. All information provided 
will be treated in the strictest confidence and your 
responses use for statistical purposes only. If you are 
willing to participate could you sign the consent form, 
complete all the questions, and return the questionnaire in 
the self-addressed stamped envelope provided. If you require 
further information in regard to my study, please do not 
hesitate to contact me. 
Office telephone number : 5546471 Ext. 214 
Home telephone number : 5578038 
Thank you for your participation. 
� Yours faithfully, Fung Suk Yee 
Women's Health Practices Survey The Chinese University of Hong Kong Department of Nursing 






THE CHINESE UNIVERSITY OF HONG KONG 
DEPARTMENT OF NURSING 
WOMEN'S HEALTH PRACTICES SURVEY 
INFORMED C9NSEWT FJm. 
THIS IS TO CERTIFY THAT I, (print name) 
HEREBY agree to participate as a volunteer in the above named 
project. 
I understand that there will be no health risks to me 
resulting from my participation in the research. 
I understand that the information may be published, but my 
name will not be associated with the research. 
I understand that 工 am free to withdraw my consent and 
terminate my participation at any time, without penalty. 
I have been given the opportunity to ask whatever questions I 
desire, and all such questions have been answered to my 
satisfaction. 
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